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ON SOME NEUROTIC DIFFICULTIES IN NURSING MOTHERS 
BY MELITTA SCHMIDEBERG, M. D. 

Mrs. A. worried about her breasts even before she was pregnant. 
She felt that they were not ‘‘nice.’? She had always had a particu- 
lar difficulty in ordering food. She felt that she would be greedy 
if she ordered too much or stingy in ordering too little, thereby 
starving her husband. Her eating disturbances were, to some de- 
gree, motivated by fear of being poisoned as well as by an inhibi- 
tion of greed. Occasionally she had conscious ideas of poisoning 
people. When she had a baby, she grew very worried for fear 
that she might not have enough milk; unconsciously she feared her 
milk might be bad or poisonous (urine). She did not want to feed 
the baby and harm it with bad milk, but denying food also ex- 
pressed sadism. ‘The conscious worry of not being able to feed the 
infant covered the unconscious wish to starve it. When, owing to 
these unconscious difficulties and the bad response on the baby’s 
part, she actually had too little milk and eventually had to stop 
breast-feeding, she was deeply upset. Lack of milk proved her im- 
potence (breast = penis; urine = milk) and also that she was in- 
ferior both to men and to her mother who had had good, nourish- 
ing breasts. Alternately, she feared that her breasts were danger- 
ous like the penis. She had intense guilt about the baby which was 
probably an overcompensation of her resentment against the in- 
fant for having suckled so badly. 

She worried on the one hand lest she not have enough or not 
have good milk. But when the baby took the breast, she was afraid 
of being sucked dry. She had hallucinations of dangerous animals, 
and once saw the penis turned into a reptile. The fact that in the 
beginning her nipples had been sore stimulated both her anxiety 
about, and her resentment against, the baby. 

The nurse’s poor handling increased the mother’s difficulty. The 
nurse prevented the baby from sucking her thumb, and this inter- 
ference, together with the mother’s difficulties, affected the baby’s 
sucking. It was a vicious circle around the mother’s poor flow of 
milk and the baby’s bad sucking. The baby thrived better when 
eventually put on the bottle. In the first weeks of life, the infant 
was very nervous, unhappy and discontented, crying for something 
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and, after getting it, pushing it away. At this time, the mother’s 
ambivalence and obsessional state of indecision were at their 
height. As soon as the mother’s condition improved, the baby also 
settled down, though it showed strong guilt reactions unusually 
early (during the first year). 

The baby, a girl, improved as she grew older, though at two and 
three years of age she was still oversensitive and neurotic. The 
mother, in analysis, continued it and had no difficulty in suckling 
her next three children, with whom she had a better relationship 
because they were normal. The eldest child represented the moth- 
er’s own neurotic self and the child’s difficulties and neurosis were 
constant reproaches to her. She reacted alternately with over- 
solicitude which she felt as too much of a strain, and which event- 
ually produced hostility; and with anger, which made her feel 
guilty; and this guilt again made her feel resentful. Naturally 
these attitudes had a bad effect on the child, perpetuating difficul- 
ties which started in babyhood. However the mother gradually 
improved as did the little girl, who now seems fairly normal with- 
out having been analyzed. 

Mrs. B. was a borderline character case who could have emo- 
tional contact only if she had physical contact: that is, mainly 
through intercourse. Her own mother had suffered from intense 
depersonalization, and had had no contact with Mrs. B. as a child 
except when she fed her. Mrs. B. reacted with intense depression 
to the weaning of her child and her relationship to the child became 
disturbed.* Weaning her child repeated, for her, her own infantile 
reaction to being weaned. Also she felt that the child was taken 
from her. Feeding him was a physical semi-sexual relation; hav- 
ing to wean him, having him taken from her, was the punishment 
for this relation. The only good thing she had to offer was feed- 
ing him. She was very fond of cooking. The psychological effect 
of weaning on the baby is an analytic commonplace; but its effect 
on the mother, and her effect on the child subsequently, should also 
be considered. 

Mrs. C. weaned her baby very early though she had a good flow 
of milk, and left the baby almost entirely to the care of the pa- 


*This child grew up into a very neurotic and backward child, and, in adolescence, suf- 
fered from epileptic fits. 
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tient’s mother and a nurse. She felt as if the baby were not really 
her own child. She remembered vividly being told, when her 
younger sister was born, ‘‘Here is a nice little sister for you.”’ 
Despite everyone’s assurance that the present baby was hers, it 
was no more hers than her sister had been—the whole thing was 
only a polite make-believe. She feared her mother’s ‘possessive- 
ness and chose to give up the baby to her, rather than risk her 
hostility. Another motive for detaching herself from her child 
was that she did not want to adopt the same over-emotional and 
possessive attitude that her own mother had. To her, suckling the 
baby had a homosexual implication which she must avoid at any 
cost.* 

The attitude of the nurse played an important role. Young and 
inexperienced mothers are easily intimidated. The physical exhaus- 
tion and helplessness following confinement emphasize the infan- 
tile aspect of the situation and foster dependence on the nurse as 
well as fear of her. This mother complained bitterly that the nurse 
resented the visits of her husband. In the nursing home she was 
surrounded by women of whom she was frightened; her husband 
was her only support; and the nurse came between them, ration- 
alizing her jealousy on hygienic grounds. In other cases, the 
mother (often guessing rightly the unconscious attitude of the 
nurses) felt that the nurses tried to withhold the baby under the 
rationalization of modern baby-care. 

Mrs. D. complained that in the nursing home she had been re- 
quired to feed the baby at regular times under a nurse’s supervi- 
sion. She had had to coneentrate on the suckling and was not al- 
lowed to read or do anything else. This reminded her that as a 
child she had had to defecate under the supervision of a nurse, and 
was not allowed to read while on the toilet. In childhood, she re- 
acted to these interferences by becoming constipated ; in adulthood, 
by losing her milk. She suffered from inhibitions of most exere- 
tory functions. She had lost her singing voice, suffered from con- 
stipation and disturbance of menstruation, urinated less frequently 
than most people, and had had occasional cramps which made 
urination impossible for 24 hours. These inhibitions reflected her 
inability to love and to give ‘‘good’’ products; as soon as she 
stopped feeding the baby, she stopped loving him. 


*This child seems to have developed normally. 
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While feeding her baby, she would take him from the breast or 
smack him for no other reason than that it gave her pleasure; it 
gave her great satisfaction to have the power of comforting him 
afterwards by again giving him the breast. If he cried, she felt 
like killing him. When she was a child herself, she pretended to 
be very fond of babies, and pinched them when left alone with 
them; afterwards she pretended not to know why they cried. 
Therefore she felt guilty if her baby cried, and because of her 
guilt, wanted to get rid of him. Other reasons for her oversensi- 
tiveness toward her baby’s erying were that her own father had 
been unusually impatient with her when she cried and that she 
felt as if noise would actually pierce her ears, just as she had 
wanted to pierce her parents’ ears with her screams. The pinch- 
ing of babies had given her a sort of sexual pleasure, and she had 
felt rather fond of them while she pinched them. At that time she 
had fantasies of turning her parents into little people. Her feel- 
ings and actions toward babies, and later toward her own child, 
expressed what she really felt toward her parents. She could not 
stand her baby’s crying in the same way as she could not bear her 
father’s scolding or shouting. 

She used to unc ress in front of her little boy, saying that there 
was nothing to be ashamed of. It amused her that the parts of 
her body in which, at the age of two, her child took a special inter- 
est, were her breasts and genital hair. She wanted to seduce the 
child, as earlier she had wanted to seduce her own father and se- 
duce priests, in order to see that the persons she thought were 
free from sexuality—her father, priests, and innocent children— 
were no better than she herself. She became a prostitute; be- 
cause she felt guilt and disgust over sexuality, she emphasized its 
beauty. a 

She left the care of John to others, largely as a defense against 
these sadistic and sexual impulses. When she lived with the first 
man she really loved and became pregnant by him, her guilt in- 
creased so much that she was driven to break off the relation, have 
an abortion and let her mother adopt John, renouncing all parental 
rights. Both the abortion and the renouncing of her child and her 
lover were caused by the same motives: There was sadism, she 
killed the fetus, and got rid of John; there was guilt, because, as 
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a child, she felt responsible for a miscarriage of her own mother 
and because her mother had had ample disappointments in her re- 
lation with her, she could not allow herself to be happier in her own 
relations with her children. There was anxiety; her fear of the 
fetus expressed itself in vomiting and other ways; she could not 
bear John’s crying or attempts at independence, the noise he made 
or the questions he asked. 

Strangely enough, in spite of this bad early history and many 
changes in his life later on, John seemed a perfectly normal child 
when the writer met him at the age of 12. 

Mrs. E. felt obligated to use a seale she had bought to weigh the 
baby before and after each feeding, worrying constantly as to 
whether she had given the baby enough milk. She punctiliously 
obeyed all injunctions as to hygiene, particularly in the matter of 
keeping her nipples clean. When she attended the lecture of a 
psychoanalyst who expressed disapproval of women’s reading dur- 
ing suckling, this proved the last straw for her. As in the case of 
Mrs. D., all these injunctions were felt as repetitions of childhood 
interferences in eating, defecating, and urinating, thereby robbing 
these natural processes of all spontaneity.* 

Some women fear they may give birth to a monster or an abnor- 
mal child. The slightest stimulus may bring out these anxieties. 
Such women worry about their child’s physical and mental devel- 
opment or that it has too big a head, or too little hair; is too for- 
ward or too backward, and so on. Acquisition of analytic knowledge 
without being analyzed often increases such hypochondriaeal anxi- 
eties, and causes worries about possible complexes and neurotic 
manifestations. One motive for this attitude is concealed hostil- 
ity: Because the mother is jealous of her daughter, she wants to 
find fault with her; because, unconsciously, she wants the child to 
die, she is so fearful that it may be ill or develop badly. Finding 
fault with the child again increases her feeling that she is a bad 
mother, and therefore she has to prove that it is the child’s fault 
and not her own; and so the vicious circle goes on. 

*This baby grew into an unusually neurotic child but gradually, as the mother’s con- 


dition improved under analysis, he improved too; at the age of 14, he seems perfectly 
well adapted and normal. 
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The fear of giving birth to an abnormal child has various 
sources. Sometimes the mother fears that something is wrong 
with her own body as a consequence of masturbation or venereal 
disease, and she shifts this worry to the child. For some women, 
giving birth to a child is unconsciously equated to defecation. ‘This 
is one source of the anxiety that they might not produce a child at 
the right time or in the right way, that they might ‘‘lose water,”’ 
too early—urinate. I have had patients who dreamed that ex- 
crement or some reptile turned into the baby, and they had fears 
that the baby might turn into excrement or be like feces, dirty, dis- 
gusting, horrible, ‘‘abnormal.’’ 

Some women have naive visions of a beautiful baby with blue 
eyes and golden curls, smiling like an angel and beautifully 
dressed, and are disappointed when they are confronted with the 
newborn baby. 

Physiological functions are normally accompanied by uncon- 
scious fantasies which the child frequently expresses in the games 
he plays—while eating or defecating, in mannerisms during meals, 
in reading or scribbling while on the toilet. Often parents demand 
that the child suppress such activities and concentrate on eating 
or defecating. This is a mistaken idea based on conscious psychol- 
ogy or logic. The fact is to the contrary: Difficulties in eating or 
defecating can often be helped by encouraging these bad manners, 
thus allowing the child an outlet for his fantasies. In the same 
way, women may express their unconscious fantasies in the vari- 
ous things they do during suckling. To suppress these things and 
to insist on a woman concentrating (watching herself and feeling 
watched) is likely to disturb the spontaneous process. 

Civilized man does not eat, excrete or copulate when he feels 
the need, but only at certain set times. One result is that most 
persons suffer from some disturbance of these natural functions. 
Yet, after a while, these functions are demanded as a duty. If 
interference with the child’s greed has not yet produced an inhibi- 
tion, the demand that he eat ‘‘because it is good for him’? is likely 
to spoil his appetite. The same applies to suckling. A patient who 
fed her baby very satisfactorily gave him a few drops between 
feedings because he cried very unhappily. She felt as if she had 
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committed a crime in ‘‘breaking the rules’’ and confessed it with 
the same guilt she had had as a child when stealing food or play- 
ing sexual games. 

Modern baby care surrounds the feeding with too many ‘‘do’s”’ 
and ‘‘don’t’s.’’ These have bad effects on many mothers, often af- 
fect a mother’s relationship to the baby and may lead to cessation 
of the flow of milk. Though breast-feeding is to be preferred to 
bottle-feeding, the evil is worse if too much pressure is used to 
persuade a mother to feed her baby. To what extent unwilling 
suckling may affect the baby adversely, is a subject for investiga- 
tion; but it is certain that it increases the mother’s resentment and 
affects unfavorably her relationship to the child. 

Inhibition of the normal libidinal pleasure in suckling, unwilling 
suckling, unconscious conflicts over it, a disturbed state of mind 
on the part of the mother or an ambivalent attitude toward the 
baby, often affect the baby, producing difficulties at an early age 
which may sometimes persist. However, there are babies who have 
thrived in spite of neurotic attitudes on the mothers’ parts. 

Many mothers are unduly sensitive to biting and fear being bit- 
ten by their babies. Being hurt makes it difficult for them to con- 
trol unconscious hostility toward their infants and also stimulates 
their unconscious fear of them. Such a mother may have canni- 
balistic impulses, wishing to eat or swallow the baby. Again, while 
feeding him, she may frustrate, tease or bully him, and fear that 
he may then hurt her as revenge. If he actually does so, the 
mother reacts excessively. She feels him to be an incubus, whom 
she can never satisfy, who sucks her dry and may bite off her nip- 
ples or breasts. This fear is sometimes rationalized into the idea 
that the baby may ruin the mother’s figure or breasts permanently. 
This idea may persist, even when the child is older, and may then 
show itself as fear (and resentment) of the child’s making continu- 
ous and undue demands, (emotional, financial, time-and-effort-eon- 
suming). It may show as undue sensitiveness to the child’s de- 
structive tendencies, fear of his aggression and tempers, and so 
on. Again, the baby may be regarded as a substitute for an angry 
parent-image, sent to revenge the mother’s oral and sadistic im- 
pulses toward her own parent. 


Se eee 
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Normally, a woman derives sensual pleasure from suckling. She 
seems to transmit this pleasure to the baby by her nipples and thus 
stimulate him—and vice versa. Interference with this pleasure 
seems to be an important reason for the difficulties on the part of 
either one. Disapproval of this pleasure is the reason some women 
feel suckling to be disgusting; fear of this guilty pleasure is fre- 
quently the reason for giving it up; suppression of the fear is a 
reason for finding it disappointing. The repression of this sexual 
feeling often gives rise to the fear of being hurt by the baby, just 
as repression of genital pleasure regressively stimulates the fear 
of being hurt in intercourse. 

Suckling is in many respects a substitute for intercourse and 
there are marked analogies in the disturbance of the two pro- 
cesses. Inhibition may vary from lack of enjoyment to active dis- 
like or disgust, culminating in deliberate refusal to nurse the child 
or a spontaneous cessation of the flow of milk, though the latter is, 
in most cases, regarded as a hysterical symptom. 

The writer has attempted to show that repression of the libidinal 
pleasure in suckling may give rise to fear. Yet, on the other hand, 
the idealization of the process may cover fear and hate. The 
mother-baby situation is frequently glorified. (The assumption of 
a ‘‘preambivalent,’’ oral-sucking phase in analytic theory may also 
be an expression of this tendency.) This glorification is partly due 
to every adult’s longing to be a baby again, but it is largely kept 
up by the mothers. By keeping this up, they gratify their nar- 
cissism and have a means of impressing men,* but they also deny 
and overcompensate hate and fear for the baby. In relation to a 
small and helpless baby there are many opportunities for express- 
ing sadism: in the way the mother feeds or bathes him, weans hin, 
refuses to heed his erying—and in countless other ways. The glori- 
fication of a perfect mother-baby relationship is based on denial of 
such impulses and an overstressing of the genuine libidinal aspects 
of the relationship. 

Pregnant women and nursing mothers should have psychologi- 
eal care. Some mothers would be good mothers under any circum- 

“They try to create a prestige-situation which can be used efficiently against men. 


This is also a way of dealing with the castration complex to prove that the woman’s 
milk and breast are more important than the man’s semen and penis. 
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stances, others would be bad whatever happened. But in the ma- 
jority of cases, their reactions are largely influenced by the way 
they are being treated. The author has tried to show the manifold 
complexes which can be stimulated by the physiological processes 
and has tried to show how susceptible to their environments women 
in this condition are. Doctors and nurses should consider the wom- 
an’s psychological needs as well as her physical ones. They should 
not blame a mother who shows resentment against the baby for the 
pain and discomfort he caused her, nor should they interfere with 
her attachment. To have the baby removed at night may stimulate 
unconscious fears in an anxious mother that the baby might be 
stolen, or removal might be felt by her as an indication that she 
harms the baby. The handling of the baby also affects the mother. 
Teaching the baby to take the breast, feeding him, training him to 
cleanliness, and weaning him, sometimes produce complex reac- 
tions in the mother, which in turn affect the baby. In one case 
known to the writer, seven nurses struggled with a baby who didn’t 
want to take the breast. Such an experience is likely to have dis- 
astrous consequences for the baby and may also affect the mother. 


18 East 64th Street 
New York 21, N. Y. 
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INSIGHT 


BY JONATHAN DOE* 


This week-end was very bad. Beginning Friday, I have had-a 
severe headache—such as I used to-have two years ago—which has 
lasted until tonight, Sunday. During this time, I was with M. R.t 
but the headache started before she came here. 

Now tonight—after eating a big steak and spaghetti and hayv- 
ing three cups of coffee I have severe indigestion. This too is fa- 
miliar . . . and it’s bad. Yet I do not have the fear (of dying) 
that I used to have with similar attacks. I do not have the fear of 
not being able to hold on. Instead I am experiencing something 
quite different. _ 

Coldlymasochistically 3 . . I feel it is time to commit suicide. 
I can do it easily, at this very moment. A movement of the hand 
with a razor blade. I would enjoy watching the blood flow, know- 
ing that final release would be a matter of only a few minutes. 

At this terrible moment I know that only one act can stop me, 
should I have sufficient incentive or initiative to prevent suicide, 
which I doubt. I can prevent this impending suicide only if I go 
now to the Blank Hospital and say, with desperation and yet in- 
difference : ‘‘ I’ve come because I intend to commit suicide. If you 
do not keep me here now, I shall do it. For I see now no point in 
going on. If I am about to go through again all that which hap- 
pened to me before my breakdown and after it, why then I’d rather 
take my own way out. I have neither hope nor the will to live.”’ 

Shall I ask myself now why all this is so? Do I have enough 
therapy and ‘‘cured self’? to ask this question and to answer it? 
Do I care enough? It’s yes and no, isn’t it, Jon? I address my- 
self; | ask myself a question and I must answer it. What is behind 
all this, man? 

I don’t want to live alone, on my own, any more, do I? I cannot 
go home, so, rather than take care of myself—which I would have 
to do, now that I have no home to take care of me—I have decided 
the next best thing is to do away with myself. By doing away with 

*Pseudonym for patient now completing psychoanalysis. This paper was written for 


his analyst, not for publication, but the author kindly granted permission to publish it. 
tOne of his two mistresses. 
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myself I do away with the problem of taking care of myself. By 
going to a psychopathic hospital and having ‘‘them take care of 
me,’’ I also do away with the problem of taking care of myself. 
I would say to the doctors: ‘‘If you don’t take care of me, you'll 
be sorry. L’ll kill myself. You’d better take care of me.’’ Actu- 
ally this is the kind of dependency I’ve had all my life, on friends, 
family, ete. In my childhood, 1’d get the chance to depend on my 
family by ‘‘being sick.’’ But now this act of ‘‘being sick’’ has 
reached its logical neurotic conclusion. Since everything else has 
failed to secure my dependency, I am resorting to the last argu- 
ment of all: suicide. If somebody does not take care of this neu- 
rotically-sick he... me... yes,me.. . I will kill myself. 

‘This is indeed the most pathetic threat of all. Surely the ‘‘little 
boy’’—surely the ‘‘little Tommy’’—as my family used to call me 
—surely this little boy must give up now. Can he hope much 
longer to obstruct, and destroy, the Jon who wants to be a man? 

Little boys, never grown-up and still existing in adult male 
bodies, commit suicide. A normal little boy who has developed 
normally into manhood does not commit suicide. J know that now. 
I see it. I understand it. It’s like a revelation, freeing me from 
this pain. . . For I see now that this is true: 

In suicide, the undeveloped little boy who resides maliciously in 
the grown male body is actually the murderer. He wins out over 
the adult body which he must destroy because he cannot live or co- 
exist with that part of the adult which is grown, or which desires 
normal manhood. 

I know this tonight. In knowing this, I must have won some- 
thing. Surely I have made myself a little freer. This ‘‘little 
boy’’. . . is this not the moment when I must say goodbye to him 
over my shoulder? Is this not the moment when I walk forward, 
leaving him behind onee and for all? I cannot share the death he 
brings me. . . not while I see ahead, newer life . . . and my Self. 

Let me walk forth tomorrow morning more the man than ever 
I was. May it please God . . . let me walk forth tomorrow with 
firmer step. I have made my effort this night to be a man in His 
image . . . It is a right I have earned by myself; it is a light I 
have brought into the darkness of my undeveloped self. 


ee 
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The ‘‘little boy’’—malicious, masochistic, willful, weak and im- 
poverished—kills the adult in suicide. I must say it over and over 
again, for this cannot happen to me—so long as I know it. 


Ten Minutes Later: 


Now my tears are over with . . . but now I must pursue this 
further while I have the advantage. Let me look for instances 
where this little boy operates: 

He is traceable in me biologically to early boyhood when I did 
not consider myself as masculine as other boys, and later as other 
men because of my undescended testicles. 

This past week-end was bad because the little boy in me did not 
allow me to feel adult and man enough to spend a week-end with 
a woman in a hotel. Even now I hate to admit it was so. I realize 
now that unconsciously I wanted my father to be the loving male. 
I felt unconsciously that I had usurped his prerogative. 

He has prevented me from marrying and accepting the respon- 
sibilities of a man, both sexually and economically, by providing 
for a wife. 

This little boy in me has objected to my working because I nee- 
essarily would have to be a man to work and to compete with men. 

This little boy has kept me out of healthy adult social relation- 
ships, in fear of adults and their natural demands. 

This little boy has prevented my working on my own, because 
working on my own requires independence, the will and desire to 
do something for myself without authority. 

This little boy has made it compulsory for me to criticize, dis- 
parage and tear down other men and women so that his own small 
dimensions would have superiority over others. <A little boy can- 
not be taller than a man; therefore, cut down the size of other men. 
And how did this little boy do it?’ By idealizing himself to such 
fantastic size that every man in comparison was necessarily smal- 
ler. The little boy as ‘‘genius’’ was Gargantuan in comparison to 
ordinary men of ordinary stature doing ordinary, human-size 
work. 

Why, this little boy can’t even eat a man-size steak! Nuts . 
This little boy must drink to keep his fantastic size when self- 
inflation becomes too difficult. 
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He must constantly count his money . . . plan the spending of it 
(but does not stick to his plan) . . . keep a penny bank . . . keep 
lists and lists of his debts in order to show how impossible it is to 
meet these debts, and thus increase his hostility toward people and 
toward an employer who is not paying him a fantastically large 
salary. I have been like a child of 10 who makes a debt of one 
thousand dollars—a man-sized debt—and then flagellates himself 
because he finds it impossible to pay it, because he does it by sav- 
ing pennies—the only available and understandable denomination 
of a child. 

The little boy in me—yes, in me, finds it difficult to say no; finds 
it difficult to ask, request or demand rightfully for fear of being 
refused (spanked). 

This is the little boy who presumes to kill an adult body, and 
worse, an emerging man. 

This is me. Can I say, this was me? And why not, little boy? 
I do say it. I, the man, say this was me and that this little boy is 
not nearly as strong in me as he was. I say this without the boast- 
fulness typical of you, little boy. Yes, I know you are still in me, 
but tonight, at this moment, you are not the wilful, destructive 
boy you were. 

Finally, I would say this: I have not the intention to destroy you, 
little boy, as you would destroy me. I am concerned rather in as- 
similating you in the growing, emerging man. Let’s get together 
and grow up, for it must be so whatever your resistance. It is your 
normal destiny to grow up, and it is mine. The boy must learn to 
grow into man as the bud into flower, and, from this, and, in this, 
is manhood and truth. That man I will be. 


The Psychiatrie Quarterly 
Utica, N. Y. 








CHARON AND THE OBOLOS 


BY GEZA ROHEIM, Ph.D. 


Portitor has horrendus aquas et flumina servat 
Terribilt squalore Charon, cui plurima mento 
Canities inculta iacet, stant lumina flamma 
Sordidus ex umeris nodo dependet amictus 


Vergilt Aeneis VI. (297-301) 


Aristophanes was the first to mention the Greek custom of in- 
serting two obols into the mouth of the dead. This was to pay 
Charon, the ferryman of the underworld (Aristophanes, Ran 139, 
270). Rohde explains the rite as a survival of an earlier custom— 
that whatever the dead owned was to be buried with him. By in- 
serting two obols in his mouth, the property was symbolically 
bought by the survivors.* 

B. Schmidt tells us that although Charon in modern Greece ap- 
pears mostly as Death personified and usually on horseback, we 
also find the belief in the ferryman of the underworld and in the 
toll which is his due for the voyage. 

According to a book written by Protodikos and published in 
Athens in 1860 ( Uepurns tap 'Nuwv Tadys ) the Greeks in Asia 
Minor inserted a Ilepazixor, 1. e., toll money into the mouth of 
the dead person for Charon. In Mariais (Zahynthos) a gasta 
(Venetian copper coin) was put into the corpse’s mouth and a key 
into his (or her) bosom; the key was to open the gates of paradise. 
Schmidt reports that in his time, in another village of Zakynthos, 
the coin was put into the bosom of the dead with a key and an old 


comb, ‘‘so he could comb himself properly.”’ 


At Arachoba on the 
Parnasos the money inserted into the mouth of the dead is not for 
a ferryman, but is for toll money on a bridge and, as Schmidt sug- 
gests, this must be due to Turkish influence.? In Thrace, a coin 
was put into the mouth of the dead to give to the angel as a fare 
for carrying it across a legendary bridge of hair; a wicked soul 
would fall off into the Danube. Dawson comments on the signifi- 
vant fact that often it is not a coin that is put into the mouth of 
the dead but a potsherd with the pentalpha scratched on it. In 
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Macedonia the duty of closing the eyes and mouth of the deceased 
devolves upon the nearest relatives. In some districts, Charon’s 
penny is still put under the tongue or in the lap of the deceased.‘ 

In Rumania, there were several variations of the custom. Ru- 
manians in Transylvania put bread and money in the coffin.’ In 
the Hungarian county of Szilagy, the Rumanians put a silver coin 
under the tongue of the dead to pay the ferryman of the river that 
separates this world from the next.® In the Retyezat (mountains 
in Transylvania), two pennies are used to keep each eyelid closed, 
and one penny is put under the dead man’s tongue ‘‘for Charon.’” 
At Nagyszeben, a wax candle is put into the hands of the dead, so 
that he can light it on the bridge to heaven. Then money is put 
into his hand for the ferryman who rows him over the waters of 
death.® 

In Rumania proper, a wax candle and money are put into the 
hands of the dead. The money is for the ferryman or for the cus- 
toms at the frontier of the other world. There are innumerable 
obstacles between this world and the next. Therefore, towels and 
pieces of cloth are put into the coffin. These are called ‘‘bridge,”’ 
and they become bridges in the other world which take the dead 
over every threshold, ditch or bridge.*° Another purpose of the 
money is that other dead persons should not resent the newcomer ; 
he is paying for his quarters.” 

The most dreaded obstacle is at the gates of paradise. The 
dead person has to cross a bridge not thicker than a nail aad not 
broader than a knife. There is a bottomless lake with dragons and 
serpents under the bridge. A cat attacks the soul as it is crossing 
the bridge and tries to push it off; a dog comes to the rescue. With 
the money, the dead man can hire a person to chase the cat.” An- 
other way to overcome difficulty in obtaining entrance to the other 
world is by sacrificing a hen. The hen will then open the way for 
the souls as if they were her chicks.** At the last minute, someone 
must close the eyes of the dead and tie his jaws with a handker- 
chief. The worst curse is ‘‘May there be nobody to close your 
eyes.’’* If the dead person opens his eyes, it means great famine 
in the house, or it means that he slept too much during his life- 
time. It is also assumed that another death will occur soon in the 
family. If only one eye is open, it is said that the closed eye sees 
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the path to the other world, the open one is looking around in the 
house for someone it could take along. If the mouth is open, this 
means that the dead man wants to say something, to ask the sur- 
vivors for forgiveness or to ask for alms.** At Naszod a little 
honey cake is inserted between the three fingers which—during a 
person’s lifetime—hold the cross, also a small cross with a copper, 
silver or gold coin attached to it for the ferryman who rows him 
over to the other world. In Banat, the dead person receives nine 
pennies, there are nine gates where he has to pay toll. <A piece 
of wood is put into the coffin, and the coin is inserted into this 
piece of wood. ‘he survivors are very careful to cover eyes, ears 
and mouth to prevent the dead from haunting the living. For the 
same purpose, the midwife would also stick something through the 
dead man’s skull.”® If an infant dies, mother’s milk is put into 
the coffin; if a baby who has already been weaned, rolls or pan- 
cakes. If it is a mother, as many dolls are put into the grave as 
there are surviving children.” 

The Hungarians of Hajdunanas cover the eyes of the dead with 
a cloth called in Hungarian szemfedo (eye-coverer). At the same 
time, they also cover their mirrors.’** Some put money into the 
hands of the dead to pay for the crossing of the Jordan. Men also 
get their favorite pipes.’® 

The Palde people (Magyars in Northern Hungary) bury a little 
shirt, a small wax candle and a penny with a pregnant woman who 
dies. They believe that the child will be born in the coffin. The 
penny, the shirt and the candle will all be needed for the baptism. 
Such children, as well as the stillborn or unbaptized, will be bap- 
tized by John the Baptist in the Jordan at Doomsday. The money 
is put in a child’s right hand.” 

According to another version, the money pays the child’s fare 
across the Jordan.” 

The Csangoé in Hétfalu (Magyars in Transylvania) put a coin 
into the hand of a dead adult and a cake made with mother’s milk 
into that of an infant. The purpose of both the coin and the cake 
is to help the person to be admitted into the other world.” 

At Besenyételke (Northern Hungary), money is put into the 
dead man’s hand to pay the toll on St. John’s bridge.” 
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At Szeged, a penny is put upon each eye of the dead person to 
prevent it from opening; otherwise the dead expect somebody to 
follow them.** On the other hand the toll money over the bridge 
to heaven was also imagined at Szeged to be four pennies, because 
that was what people had to pay on the bridge that connected the 
two halves of the town over the Tisza.” 

The following group of Hungarian customs, practised only by 
Hungarians who live among or next to Rumanians, clearly indi- 
cate the influence of Rumanian folklore: The Csangés in Moldavia 
cross the dead person’s hands on his stomach. They put a rosary 
and a wax cross into the dead man’s hand. A coin is affixed to 
the cross. This is for the toll on the bridge and for spending- 
money in the other world. If the dead person is an unweaned in- 
fant a little cup is put in his hand instead of the money. Z'he cup 
contains some drops of mother’s milk. For a man who loved his 
pipe, a pipe is put im the coffin. If the relatives fail to do this, 
he will come home to get it.” The person who arranges the burial 
receives three coins and a piece of cloth from the family. He 
spreads the cloth on the threshold of the room in which the dead 
man lies. The three coins are on the cloth at equal distances from 
each other. The same procedure is repeated at the gate, and then 
at the entrance of the church. The cloth is the bridge to the other 
world. The coins are the toll. When mourners stand near the 
open grave they pull the cloth horizontally above the grave in the 
air, or they dip it into a well to indicate the bridge.*’ The Hun- 
garians at Hosdath put a coin under the tongue of the dead.** 

Incidentally, although this paper is written primarily from the 
point of view of psychological interpretation, it is worth while 
mentioning a specific problem of diffusion that arises at this june- 
ture. 

Some of the Hungarian customs obviously bear a close similar- 
ity to the Rumanian. The foregoing very complicated form of 
mortuary ritual is Rumanian only, hence one might assume that 
the custom in general, not only these complicated forms, migrated 
from Rumania to Hungary. However, we find that tribes closely 
related to the Magyars, who have not left their ancient homes, also 
practise the custom. The Voguls of the river Konda and the Os- 
tiaks put a little bit of every kind of food into the coffin, if the 
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man took snuff, also his snuffbox, and if he had a pipe, also his 
pipe. They would also pour in a little brandy and put a few coins 
in the coffin.” 

The Voguls of the Sosva river insert a stick into the dead man’s 
mouth, then he cannot grind his teeth, while the Ostiaks put money 
into his left hand.*° 

This seems to be decisive evidence that the Hungarians did not 
‘*borrow”’ these customs, that the ‘‘obolos’’ motif is a part of 
ancient Hungarian religion, and is not derived from the neighbors. 
However, it might well be that these small Finno-Ugrian tribes 
have borrowed the custom from their Russian neighbors. 

Then again we can ask the archeologist. We are told that per- 
forated coins have been found in various graves, but these prob- 
ably have been imported by the Hungarian cavalry from Italy, 
Provence or Germany and were originally worn for decorative 
purposes by the living. Yet in earlier graves of the period of the 
Hungarian national dynasty (1000-1300 A. D.) the coins were not 
perforated. They are found on the forehead, in the mouth, under 
the chin, on the breasts, under the pelvis of the corpse.** 

Mora mentions seven cases in which the coins are in the mouth. 
He also mentions the use of a coin broken in two for the same pur- 
pose and thinks this may represent the broken union of two human 
beings (husband and wife, parent and child. )* 

If the problem of the obolos is really connected with the idea of 
a boat and a river, one other fact should be mentioned. Like the 
Ostiaks, the Hungarians have wooden posts on their graves, and 
these are evidently traceable in form to boats. 

The aim of this digression is only to show how complicated these 
problems of diffusion can be. For, while Eastern Hungarian cus- 
toms definitely show Rumanian influence; and, as we shall see im- 
mediately, Northern Hungarian customs are very similar to the 
form we find among their northern Slavie neighbors, the evidence 
of archeology and perhaps also that of grave-pillars indicates the 
existence of the rite prior to Slovak or Rumanian contact. 

The Slovaks in Northern Hungary put a few pennies in the 
waistcoat pocket of the dead; then he can purchase a candle in 
the other world; otherwise he would have to light his own finger as 
a candle.* They throw a penny or some earth into the grave; that 
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makes it easier for him to leave this world,* and his sleep in etern- 
ity will be undisturbed.” In Tiirée, the dead person receives 
money; and a loaf of bread is divided among the poor, so that the 
soul will be able to pass the seven gates of the other world.*' 

The interpretation of the money as purchase money for candles 
is the common feature of Slovak and Northern Hungarian folk- 
lore. 

The Huzuls bring wax candles and stick them above the head of 
the dead, and put pennies on his breast.** 

Some coins are also thrown into the grave that he may rest 
lightly in purchased ground. 

The Russians put money into the coffin, then the dead maa can 
pay his fare in the boat that takes him over the sea or through the 
river of fire that separates this world from paradise. The money 
is (a) for the passage, (b) for buying a place in paradise, (c) to 
bribe the judges of the other world. The Raskolniks had coffins 
in boat-form.*° The dead man needs a handkerchief to wipe his 
face after the long journey, and a coin to buy a place in the other 
world. ‘*‘The custom of providing money for the corpse has al- 
ways been universal among the Slavonians, but practice varied re- 
garding the disposal of the coins, which were sometimes used for 
the purpose of closing the eyes of the dead, sometimes thrown into 
the grave at the burial.’ 

Various Finno-Ugrian, Turko-Tartar or Mongolian tribes in 
Russia have similar beliefs. The Votjaks put fork and knife, food, 
tobacco and money into the coffin. The eyes of the corpse must be 
closed.*? Eyesight is also an important part of Tsheremiss burial 
rites. Before burying the corpse at Kravsnofemsk his face is un- 
covered once more so he may see the sun for the last time.** If 
the dead man opens his eyes, they are pressed down firmly. ‘* Dust 
will get into them,’’ it is explained. When the corpse is carried 
out, a perforated silver coin is placed in its right hand. 

‘‘This money is to redeem thy blood in the other world,’’ it is 
said.“ 

The Tshuvash stuff the ears, mouth and nostrils of the dead with 
pieces of silk, and they cover the eyes with two little pieces of 
silk. This is how they explain the custom: The ‘‘chief of the cem- 
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etery’’ questions the dead ‘‘ Are there still people on earth’’ (i. e,, 
whom he would fetch for the cemetery)? Then the dead says: 

‘*T saw nothing, they covered my eyes.’’ 

The spirit asks: 

**Did you hear anything?”’ 

‘*No, they closed my ears.”’ 

**Did you smell anything?”’ 

‘*They closed my nostrils.’’ 

‘Why didn’t you ask?”’ 

**They also closed my mouth. 

The Gagauz, a Turkish tribe in Southern Russia, put a cross, 
made of two wax candles into the dead man’s hand, and where the 
candles cross, there is a coin.*® 

German folklore has several forms of the custom. 

In the Altmark district, the dead becomes a vampire if a cvin is 
not put into the corpse’s mouth.‘7 Another word for vampire is 
‘*Doppelsauger.’’ It is also a Brandenburg belief that you must 
put a coin into the mouth of these beings to prevent them from 
killing the living.*® 

In the Upper Palatinate the dead person is provided with shoes 
for the journey and three pfennigs of his own money, ‘‘ Then the 
soul is at rest and does not return.’”® 

The custom is also brought into direct connection with vampir- 
ism. In the Altmark, the money is put into the mouth of the dead 
man to prevent him from turning into a vampire.” The Catholic 
church must have accepted the survival of this ancient custom be- 
cause the communion administered to the dying was called 7iatr- 
cum, i. e., food for the journey. The peasants of the Upper /?ala- 
tinate express the oral significance of the rite quite clearly when 
they say that the dead need the money because they all meet at 
the inn called Nobiskrug and get a drink for their last coin. The 
coin may also become a ‘‘Trinkgeld’’ (i. e., drinking money) for 
the mourners—a further variation of the original custom.” In 
Sicily, in the 12th century, the money was put into the mouth of 
the dead.” 

Wuttke enumerates a number of German provinces in which a 
coin was put either into the mouth or the hand of the dead. At 
Trier, third century graves contained skeletons with silver coins; 
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in French graves, there was also the inscription on the coin; 
tributum Petri.’ According to the Chemnitzer Rockenphilosophie, 
if a person has hidden a treasure somewhere, he is likely to haunt 
the living. This can be prevented by putting a coin in his mouth.” 
The corpse is washed and dressed, and a coin is put into its hand 
to indicate a legal purchase of its property or a fee for the work 
it has done during its lifetime. ‘‘Here is your fee, now you have 
no right to come back,’’ people say.°’ Andree has collected fur- 
ther data.°° Eyes and mouth must be closed (with or without a 
coin) or otherwise the dead will take a living person with it nto 
the Land of the Hereafter.” 

When somebody dies among the Vends, they are careful to close 
his eyelids. If he opens his eyes, he is sure to take along a member 
of the family into the grave. The mouth is closed by a white cloth; 
sometimes a pebble is added. 

Again, in France, we have several cases of money put into the 
mouth or hands of the dead.*® In the Gironde district the coin in 
the dead person’s hand was for the ferryman who took him to the 
other world.” In Brittany we find the money in the dead man’s 
hand per lo barquo and also a small piece of blessed bread to serve 
the dead man as food on the passage.” 

In the Vendée the custom takes a humorous form: Polished pre- 
historic stones are put into the mouth of the dead “‘pour l’em- 
pecher de discuter avec trop de vwwacité devant ses juges 
suprémes.’’ If the dead have their eyes open, that means that 
Death has not finished its work in that house and another member 
of the family will follow. At Plouédern, if the left eye does not 
close, a near relative will die. 

Van Gennep™ summarizes all the data as found in various 
French provinces. 

Angoumois. For the men it was a penny in the hand, for the 
women the ‘‘treizain’’ or marriage gift of the bridegroom, consist- 
ing originally of 13 coins blessed at the altar. The custom in 
Aunis and Saintonge and in Auvergne is the same—a coin in the 
hand. At Berry, around 1850, the coin was inserted in the mouth, 
so the corpse would be able to pay ‘‘bon saint Pierre’’ for his 
seat in Paradise. At Bourbons |’Archambault and at Moulins the 
coin, in the cases of little children, was placed between their hands 
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or inserted between their teeth. Much has been written by French 
folklorists about the custom in Bourgogne. At Pontarlier and 
Reulle-Vergy the coin is sometimes put in the mouth. At Bresse 
the money is put in the mouth for adults and in the hand for in- 
fants. At Franche Comté (Broye) the money was put in the 
mouth. Here again, we have the cross with the coin attached as 
among the Slovaks. At Gascogne the value of the ‘‘obolos’’ dif- 
fers for rich and poor. In Poitou and the Vendée the women who 
took care of the corpse inserted the coin into its mouth as passage 
money. Van Gennep accepts the interpretation given by Rohde 
and Samter. The coin symbolizes all earthly possessions (pars 
pro toto). In Auvergne and Velay, the coin in the hand of the 
child is sometimes replaced by a toy. At Ceyssat adults received 
a loaf of bread, a bottle of wine and a coin in the tomb. At Cha- 
tenay the coin was put either in the mouth or in the hand of the 
corpse. At Montrouge it would be either the coin or some object 
that might have been especially precious for the dead. Ten cents 
in the waistcoat pocket to pay for the way to Paradise was the 
custom in Dauphiné.” In the Highlands, if the eyelids are not 
closed, a penny is put on them to prevent another death. In 
Wales, if a small silver coin is placed in the mouth of the dead, the 
latter will not come in spirit form to earth in search of any hidden 
treasure.” 

This paper is an attempt to explain the custom in the European 
folklore area. However, one should mention some non-European 
forms. 

Among the Kalmiiks if somebody dies with his mouth open, the 
mouth is covered by the image of the judge of the other world. If 
the eyes are open, a piece of silk is put on them to close them. If 
the hands are turned upside down with open palms, this is an evil 
omen for the survivors, and only the priests can avert a calamity. 
But if hands and eyes are closed this means good luck for the fam- 
ily and the descendants.” In Eastern Turkestan the Beltirs 
(Turkish tribe) put food and brandy on the left side of the dead 
and a coin on his heart saying, ‘‘ May he be lucky and happy.’”” 

In China, one finds from time immemorial the custom of stuffing 
the mouth of the dead with things that are supposed to be imbued 
with vital energy derived from the great element Yang (male) 
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and therefore supposed to facilitate revival and retard decompo- 
sition. At the mourning rites of ancient rulers (chapter 14 of the 
Li-si) another ruler would offer condolence and present articles 
for the mouth of the deceased. A jade stone containing the es- 
sence of Yang was used for this purpose. The theory was, ‘‘He 
who swallowed gold would exist as long as jade.’’ Koh Hung said 
‘‘Tf there be gold and jade in its nine openings the result is that 
the corpse does not putrefy. Jade cannot positively prevent the 
living from dying but it can prevent the dead from decaying 
away.’’” 

Cowry shells, symbols of value in general (money) were used for 
this purpose. ‘‘The mouth of the Son of Heaven,’’ says chapter 
56 of the Li-si, is stuffed with nine cowries, that of a feudal lord 
with seven, that of a great officer with five and that of an ordinary 
officer with three.”’ 

The cowries are combined with rice in all sorts of rituals, as is 
jade. 

‘‘On the stuffing of the mouth of the Son of Heaven with rice 
they put jade therein; in the case of a feudal lord they introduce 
pearls.’’ With ordinary mortals cowries are used.” If the dead 
person does not close his eyes and mouth himself, this means that 
the departed soul feels uneasy about something. His wife, son or 
other near relative will assure him that there is nothing to worry 
about and the regular food sacrifice is assured for years to come. 
Then they will gently close his eyes and mouth.” 

In India, there is a very similar cluster of ideas: 

‘*Gold to a Hindu is a life giver and a form of the gods. In the 
mouth of the dead it gives absolution from sin. The placing of 
gold in the mouth of the dead, sometimes along with pearls is a 
very widespread custom, among the Hindu castes as far apart in 
development as the Brahmin and the Tilagar of Korava have this 
same custom and in the Barat community gold is always fixed in 
life to one tooth so as to ensure that on death there is gold in the 
mouth.’? A Hindu lady when married has a necklace, containing 
two pierced beads of gold given to her by her father, if her hus- 
band dies first she places these beads into his mouth to secure ab- 
solution from sin. 
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In the Karnatak the ears and nose of a stillborn child are pierced 
with a ring of gold to prevent the contagion of death passing into 
the next birth. The dead child then passes into its mother’s 
womb.”” Copper is a common substitute for gold. The Kakari 
place a copper coin in each hand of the dead and also on the banks 
of any rivulet or stream encountered by the mourners; and, before 
bathing in a river, they will throw a copper coin into the water.” 
According to ancient ritual, all the openings of the face should be 
covered with gold and the whole face with a yellow cloth.” When 
a Shan dies, his friends place a coin in his mouth to pay the ferry- 
man who takes him to the other side." The Bataks put a dollar 
or two in the mouth of the deceased; this will enable him to buy 
what he needs on the way to the other world.” The Kayan in 
Borneo put beads of some value under each eyelid, these are used 
by the ghost for paying for its passage across the river of death.” 

The Bataks like many other people are especially afraid of 
women who died in childbed. They put ashes in the mouth, ears 
and eyes of these corpses to prevent them from returning to the 
village.** The Orang Bukit put silver coins on the eye and the 
ear,’ the Dyak do the same.** In Duau (Normanby Island) a shell 
is put on the dead man’s mouth and tied with a string.“ 

In West Africa, there are isolated instances of these beliefs. The 
Ewe say that when someone dies the soul arrives at a broad river. 
There is a man there with a boat. He is called Kutiamee, meaning 
**Speaker of Death.’’ The corpse has received 12 cowrie shells 
as passage money for this West African Charon. Failing this, the 
dead will not be ferried over and will be coming and going between 
the two shores.** According to another version, the shells are 
given to the dead so that he can buy palm wine for the long jour- 
ney.” 

Further research would, of course, bring more parallels, but 
this will do for our purposes. As indicated previously, the writer 
intends to interpret the custom primarily in the European context, 
(a) because we have here a greater abundance of data; (b) because 
Kurope is folk-lore, while India and China are religion; therefore 


the former is presumably nearer to the primitive (latent) con- 
tent.*” 
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In this connection, one may start with two statements: (a) that 
all these rites are rites de passage, the aim being to separate the 
dead from the living; (b) that the cycle of life is viewed as an as- 
cending and then descending line, i. e., that the dead are children. 

For the first statement, the evidence is so overwhelming that I 
refrain from any quotations; otherwise I would not know where 
to stop. 

But as for equation, the child = the dead, one may quote Bate- 
son and Mead on Bali. 

‘* After each phase in the death ceremonial—after the real death, 
after the cremation, after the disposal of later re-creations of the 
body of the dead—comes the ceremony of mepegat in which the 
souls, carried in the arms of members of the family like the babies 
which they will again become, ceremonially break the tie which 
binds them to the living.’’®* 

On Greek vase paintings the soul is represented as issuing from 
the mouth in the form of a miniature person. The heathens of 
Europe believed that each old Christian had a young Christian 
inside him; and when he died, angels extracted a baby from his 
mouth. In medieval Christian art, the soul leaves the body as a 
miniature replica of the dying man.** In the sacred songs of the 
Voguls, the soul is a little bird.°®? The Greeks, both ancient and 
modern, envisaged the soul as an infant in swaddles." The money 
or any other object in the mouth of the dead severs the link be- 
tween the dead and the living because the child’s contact with the 
object world is oral. The dead are now separated, their infantile 
oral aggression is ended, they cannot eat the survivors the way an 
infant wants to eat its mother or anything else in the object world. 

The Vends in Brandenburg take great care to insert a coin as 
Zehrpfennig (‘‘eating penny’’) into the mouth of the corpse and 
to cut the name out of his shirt. If they do not do that, the dead 
person becomes a Nachzehrer (after-eater) or Doppelsauger (dou- 
ble-sucker.) The Doppelsauger sucks its own breast and thereby 
deprives the survivors of their strength. If the lips of the corpse 
touch its own shroud, a member of the family will immediately fol- 
low him into the grave. To prevent this ‘‘double-sucker’’ from 
haunting the living, its head must be cut off with a spade. When 
this is done the corpse squeaks like a sucking pig (i. e., infant). 










172 CHARON AND THE OBOLOS 


In Saxony, a stone or a coin is put in the mouth to prevent the 
corpse from starting vampire activity in the grave. Mannhardt 
enumerates a number of similar data, quoting chronicles of the 
middle ages.*? In Mecklenburg, if the dead person gets any par- 
ticle of the shroud into his mouth, the whole family dies after 
him.** The Hungarian tdtos would devour the moon if it were not 
for the fact that a pebble is put into his mouth.* This is signifi- 
cant (a) because the tdtos (medicine man) is a child born with 
teeth who has sucked for three or seven years;*° and (b) because 
in other European beliefs the moon is eaten at an eclipse by the 
spirits of unbaptized children. ’ 

Rumanians in Transylvania believe that the ‘‘varcolac’’ eat the 
moon. Who are the varcolac? They are human beings who can 
turn themselves into wolves or/and the souls of unbaptized in- 
fants.” 

At Gernyeszeg, the souls of children who died without baptism 
eat the moon.” 

One also finds transitions between the beliefs about unbaptized 
children and vampire lore. 

The Ukranian mawky are ghosts of children who died before 
baptism. They roam the world, begging to be baptized, and are 
especially active on the Eve of St. John on which night they seduce 
people and suck their blood. 

The Doppelsiiuger belief of the Vends is now quite clear. In 
the original archaic stage of dual unity,” child and mother are 
united; in death this tie is severed. The dead is the child in the 
stage of separation from the object-world,’” and the bloodsucking 
vampire is simply an infant at the breast—but a frustrated infant 
in the stage of oral aggression. The corpse is now turning its oral 
aggression against itself; why then, must the survivors die? Be- 
cause the dead eut off from the living (child from mother) repre- 
sents something in its own past, i. e., its own oral aggression di- 
rected first against the mother and then re-inverted against the 
ego. 

According to the Danzig version of the werewolf-vampire be- 
lief, after a few days the werewolf wakes up in the grave and 
starts eating its own hands and feet. When it has finished these, 
it comes out of the grave to sleeping people and sucks their blood 
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until they die. And how can one know that the werewolf has done 
it? Because the victims have been killed by a bite at the nipple.” 

The ‘‘pestilence’’ and similar epidemics used to be attributed 
to the activity of vampires. The first person in Kastern Prus- 
sia who died in the plague was believed to sit up in the grave 
and eat his (or her) own shroud; and the plague continued till he 
had devoured the whole shroud.’’? Kornmann wrote, in 1610, De 
miraculis mortuorum; and one chapter is on De muliere mortua 
seipsam devorante (Part VII. Chap. 64): ‘‘A coin or stone is put 
into the mouth of the dead that gives him something hard to chew 
and makes him stop.’’*°* 

In Hessen, if the dead person’s mouth is open so that the tongue 
ean touch the shroud, ‘‘He licks the whole family after him.’’* 
The Voguls, however, seek the exact opposite. At the moment of 
death the relatives place a small stick in the mouth of the dying 
to prevent the closing of the teeth.’ 

It has been said in the foregoing that death rites are really sep- 
aration rites—the dead man has to be separated from the living and 
aggregated to the other world. The bodies of vampires, of wiz- 
ards and of witches, as well as of those of outcasts from the Chureh 
and of people cursed by their parents are not supposed to decay 
in the grave, for ‘‘moist mother earth’’ will not take them to her- 
self. There is a story in the Saratof Government of a mother who 
cursed her son. After his death his body remained free from cor- 
ruption for 100 years. At last, he was dug up; and his old mother, 
who was still alive, pronounced her pardon, and at that very mo- 
ment the corpse crumbled into dust.’ 

The word Doppelsauger really means those who have been 
weaned twice; they thereby acquire the power when they are dead 
to suck the life-blood out of their relatives." Various etymologies 
for the word ‘‘vampire’’ have been suggested; some would derive 
it from the verb ‘‘to drink’’;’’* but this is not accepted by Po- 
livka.*°® If a person catches sight of a vampire he will have pale 
lips (Vends). The vampire in the shape of a weasel sucks the 
sleeper’s blood.“° The outstanding features of the vampire are 
bloodsucking and the fact that the corpse is intact in the grave.™ 
The disintegration of the corpse revives archaic body-destruction 
fantasies. (M. Klein.) A corpse that does not disintegrate has 
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extroverted all aggression and thus eats up or sucks the blood of 
all survivors. In some instances, the vampire merges into beliefs 
about the evil eye. At Ragusa, the wmpirina (vampires) are peo- 
ple who ean kill by just looking at a person.’ In Macedonia, per- 
sons who, after having been weaned in their infancy, took to suck- 
ing again are especially endowed with the evil eye’’; and it has 
been seen that the same quality of sucking—weaning—sucking 
again—is also the basis of vampirism. According to the Kassub 
people the ‘‘Ohyn”’’ are real supernatural beings who are incar- 
nated in human shape. They can be recognized because they are 
born with long teeth and a caul. If the teeth are pulled out and 
the caul after being pulverized is mixed into mother’s milk and 
drunk thus by these beings, they are then deprived of their 
weapons and become ordinary human beings. But if this is not 
done, they start chewing their own flesh after burial. When they 
have eaten it all to the very bones, they come out of their graves 
at full moon and suck the life-blood of their closest relatives.’ 

One notices that the coins or other objects’ cover or fill tlie 
eyes, mouth and sometimes the hands of the dead. Eyes, mouth 
and hands are the object-directed organs of the infant. With the 
infant, the object-directed strivings contain both libido and des- 
trudo; but, in the case of the dead, the guilt feelings of the sur- 
vivors transform the dead into evil beings, i. e., aggression (or 
destrudo) pure and simple. When the evil eye is discussed in this 
connection, it will be possible to show that the significance of the 
eye is also ‘‘oral,’’ i. e., parallel to that of the mouth. Folklore 
clearly shows that the procedures with the dead and with children 
are opposite. The child is ‘‘weaned”’ from its own narcissism and 
brought into the world, the dead are ‘‘weaned’’ from this world 
and brought into another fictitious world. From the infantile point 
of view, ‘‘narcissism’’ and ‘‘dual-unity’’ must be regarded as the 
same thing—since the ‘‘narcissism’’ is related to those organs 
which form the link to the object world, i. e., to the mother. In 
Switzerland, before the child has looked into the mirror, it can 
see itself in the palm of its own hand.?"* 

At the Cserta in Hungary, the belief is that infants can see 
themselves in the palms of their hands, but not in a mirror.” Be- 
fore he has teethed and before he has looked into a mirror, the in- 
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fant ‘‘plays with a golden apple’’ (mother’s breast), looks at his 
own fingers and smiles."* There is widespread objection to letting 
children see themselves in the mirror, since this would mean that 
the child would remain in the narcissistic stage and not grow up, 
i. e., Would not direct its libido toward the world.*” 

Similarly, if a cat looks into the mirror, it will be tied to the 
house and will not run away.’” In death rites, we see that one of 
the important links to the object-world is the eye, therefore the 
eyes of the dead must be closed and the mirrors covered if we do 
not wish the dead to haunt the world of the living.’* Mirrors have 
to be covered in China, because they have a mysterious faculty of 
invisibly storing up everything that is reflected on their surface. 
Therefore, if a corpse passed before the mirror, the mirror would 
become a permanent radiator of bad luck.’*? In Mecklenburg, the 
mirror should be covered immediately after death, lest the corpse 
duplicate itself by being mirrored and come back to fetch another 
member of the family. If the dead person catches sight of himself 
in the mirror, he will return.’* 

According to Rumanian beliefs in Transylvania, the mirror has 
to be covered because, if the living catches sight of the dead in the 
mirror, the living person will soon follow him.’* In Baden, the 
corpse should not be laid out before the mirror, otherwise two 
corpses will be seen, i. e., someone else will die.’ At Rétkéz- 
berenes (Hungary) the mirror must be covered, otherwise the dead 
person will see himself in it.’ 

In the Erzgebirge in Saxony, the mirror, all the pictures in the 
house and every glittering object are covered with white or black 
cloths. Basins are turned upside down, jugs are covered. All 
this is to prevent the soul from staying in one of these objects or 
on the surface of one of them.’** Mirrors are covered in France 
to prevent the dead from reflecting himself in them. Another ex- 
planation is that if the soul were to see itself in the looking-glass, 
it would find itself so beautiful that it might refuse to leave the 
house. Water might be regarded as the same thing—also any 
other surface in which the reflected image becomes visible. But, 
then, why cover not only vessels that contain water, but also those 
that contain milk, and why pour out both milk and water? One of 
the explanations given is that this is to prevent the soul from 
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drinking.’** The infant does not recognize the mother as a separ- 
ate human being. Therefore, this stage can be called narcissistic, 
or oral, or the phase of dual unity. The link between the dead and 
the living is oral and visual because this is the primary link be- 
tween the child and the object-world. Obviously the visual link has 
to be severed, either by covering the mirror or by covering the 
eye.’*® The Dajaks in Borneo place coins on each eye of the dead, 
so that the soul will have closed eyes, and not see, and thereby not 
harm, its relatives from the world of the hereafter.**’ If the corpse 
lies with open eyes, the Mongolians close the eyes by sewing the 
eyelids and covering them with a black silk cloth. Or they turn 
the dead person around so that he will not be able to ‘‘call’’ the 
living or ‘‘look’’ at them.’* 

In Fiume if the eyes of the dead are open, he is calling somebody 
to follow him."** Rumanians believe that if the eyes of the corpse 
are open, he is looking for someone to take along.*** According to 
the Serbians, if the eyes of the dead person are open, a member of 
the family is bound to follow. In Macedonia, it is the duty of the 
next relative to close the eyes and mouth of the dead.’** In Brit- 
tany, if one of the eyes is open, Ankou (Death) has not finished 
his work in the house, he will come back once more to fetch some- 
body.’** The duty of the relatives to close the eyes of the dead was 
called ‘‘supremum opprimendorum oculorum of ficium.’’*® 

In the Rhine district, people tie a cloth around the chin of the 
dead to close the mouth, and close his eyes lest by his glance he 
might induce others to follow him.**’ The Katchin in Burma dread 
the ghost of a woman who died in childbed, so they tie her cwn 
hair around her eyes to prevent her from seeing the living.’** In 
Canada, the Potowatomi ask the dead please not to return but to 
go straight to the other world. The Caribs put two little vases on 
the eyes of the dead person and ask him not to look at his rela- 
tives.**° To keep the eyes closed, the eyelids have to be weighed 
down. The Poles thought that the open eyes of the corpse would 
draw others to follow it into the grave; a coin was therefore put on 
each eye. The coffin was examined; there should be no knothole over 
the eye, because if the knot should happen to fall out, the eye 
would be uncovered. The coin is an additional safeguard.’ In 
Croatia pennies are put on the eyes of the dead. If these do not 








ir- 
ic, 
nd 
ye- 
as 
he 
id, 
ot 
se 
he 


he 


he 
he 
ad 
wn 


to 
on 
la- 
ed 
ild 
on 
er 
ye 


ot 





GEZA ROHEIM, PH.D. 177 


keep the eyelids closed, someone is sure to follow to death.* The 
Vends put chestnuts, pebbles or beans on the eyes of the dead.*** 
European Jews cover the eyelids with potsherds and beware of 
looking into the eyes of the dead—or they might lose their mem- 
ories.** At Nagyszalonta, money is put on the eyes of the dead 
to close them; and in Scotland there is the same custom.*** In the 
Goesej area of Hungary great care is taken that neither eyes nor 
mouth should be open, because another death is then bound to fol- 
low; the eyelids are pressed down with coins.” 

According to the Chinese, open eyes mean that the dead person 
is worried about something.** Sartori says that the soul might 
escape through the mouth or through the eyes, and, therefore, these 
have to be closed.*** This is an explanation on the conscious level 
of animism, a kind of rationalization that may have been given in 
many instances by those who actually practise the customs re- 
ported. 

The theory the present writer suggests is that separation-anx- 
iety is first experienced by the infant; and death is the ultimate 
separation. Therefore fantasies about the dead, i. e., ‘‘the sep- 
arated,’’ are based on unconscious material, surviving in the 
psyche from the oral stage. The infant approaches the world with 
eyes and mouth; therefore, the dead person must want to ‘‘eat’’ 
those he has left behind with his eyes and mouth. These have to 
be closed; the separation has to be repeated. But why with 
money? (Or with gold, or food?) Because something valuable has 
to be given to the dead to make up for the loss. The well-nigh 
universal custom of feeding the dead*** must also be based on oral 
needs versus frustration in the infant. In some eases cited (Ru- 
mania, Hungary), the aim of supplying the dead with money is sat- 
isfied by buying a candle, or a candle is actually put into the hands 
of the dead. The candle means life. Rochholz collected data on 
‘‘Lebenslicht und Sterbekerze.’”** Age is indicated by the number 
of candles on the birthday cake. The Christmas Eve Mass is called 
“‘Lichterkirche’’ in the Rhineland; and, because everybody goes to 
church at midnight with burning candles, prophesies regarding the 
duration of life are based on the light of the candle. In official 
Catholic ritual, the dying either hold candles in their hands, or 
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somebody holds them for them. The candles are still burning after 
death. The following blessing is said: 

‘*T go on a broad path 

‘*And I must pass a narrow gap 

‘*God gave me on earth a little light 

‘*Now I shall have eternal light 

‘*God gave me a little candle 

‘*That shall give light in eternity. 

At the burial, when the mass is said for the dead, the priest 
blows a candle out. <A black candle (Lorettokerze) is supposed to 
keep the evil spirits away, or a few drops of wax from the vandle 
protect the dead.’ The corpse candle is a death omen in Here- 
fordshire. It was believed that a corpse candle preceded the death 
of persons in the neighborhood and marked the route of the funeral 
from the house of the deceased to the churchyard and to the very 
spot where the body would be laid in the grave.*” 

A lighted candle protects the sleeper against demons.’ Accord- 
ing to Jewish custom, a candle was lit at birth and one at death to 
keep the demons away.’ Flint and steel and torches have been 
found in pre-Christian German graves. Money or any other cov- 
ering of the openings (eyes, mouth) and the candle therefore serve 
opposite purposes. ‘The money is to separate the dead from the 
living, i. e., to kill the dead. But the candle (both on account of its 
phallic shape and its connection with heat) means life. Money 
for candles, therefore, means the hiding of aggression under the 
mask of the life-prolonging candle.’™ 

The rite itself, really an instance of separation in Van Gennep’s 
sense, is now masked as the opposite, a rite of aggregation or 
union.’ The money is not for the purpose of separating the dead 
from the living but rather to ‘‘aggregate’’ the dead to the world 
of the dead, the fare that must be paid to the ferryman. The ferry- 
man, Charon, is obviously Death himself, the equivalent of Hades. 
It is true that in antiquity he is relegated to a subservient rdle. 
But the Etruscan equivalent of Charon is typically a god of 
death.** In modern Greek folklore, Charon is death, completely 
personified. Charon drags the soul from this world. He is repre- 
sented on horseback, accompanied by black dogs, with fire in his 
eyes, with arrows or with a scythe or in the shape of a skeleton.” 
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The appearance of Charon in this context should be interpreted in 
connection with the versions of the belief in which the money is 
given for those who died before or is given to purchase the grave 
or a place in paradise. A displacement of the original motif has 
taken place. In the moment when the dead has to be separated 
from the living the situation is ‘‘dead versus the living,’’ and the 
living ‘‘bribe’’ the dead, i. e., their own super-egos with the money. 
But when the dead are approaching the new mother, i. e., the other 
world, the notion of demons obstructing the path’* develops. These 
demons are derived from the imago of the father’ who stands be- 
tween the son (dead) and the mother (other world).* The sur- 
vivors are now identified with the dead (son approaching mother) 
and the ‘‘bribe’’ is for the paternal super-ego, the judge or ferry- 
man in the underworld. 

The writer’s investigation of the unconscious content of the 
‘‘obolos’’ rite and the Charon myth would have stopped at this 
point, had it not been for a dream of a patient. The patient, a 
married woman, dreamed this shortly after Christmas Eve: 


DREAM 


I am sitting next to John and my mother in a kind of open-air 
theater. John starts petting but I ask him to leave me alone, my 
mother is looking. He suddenly rises from his chair and tells me 
that he is very anxious. I take his wrist, feel his pulse and say 
‘‘vour pulse is calm and normal, nothing will happen. I am glad 
that you are going to a psychiatrist.”’ 

Then I see a girl sitting on a chair. A man touches her chin and 
strokes her face with two small paint brushes. He must be an ex- 
pert. I walk toward a ferryboat. It is a short trip, and I only 
have to pay one penny. Suddenly the boat plunges, as if falling 
from a great height. I feel very anxious, afraid of falling into the 
water. 


Associations 


My mother its looking: When I was 15, students of the univer- 
sity in Budapest gave a play in an open-air theater. I was invited 
to dance with some other girls. The student who was in the lead- 
ing role was a man with whom my mother had an affair. 
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Interpretation 

She is looking at mother in the primal scene. This is forbidden 
(réles inverted in dream). She is also the chorus, participating in 
the primal scene but not in the leading role, 

John rises, anxious. On Christmas Eve, her friend John saw 
his wife and son (a boy of 15) in a close embrace on a couch. He 
was so furious, that he attacked them and gave both a severe beat- 
ing. John said he was really jealous of her because she was pet- 
ting with Peter (another friend). 


Interpretation 


A double primal scene representation. John sees the patient 
with Peter, and his wife with his son (réles inverted). She holds 
his arm = penis. It is normal = his behavior is far from normal. 
Erection is a psychosis; the doctor has to see him. The parents 
are doing something awful in the primal scene, father is killing 
mother. 


Associations 
The man with the brushes. Wer father used to lift her chin in a 
kind of playful endearment. It left her breathless and frightened. 
Interpretation 


7 The expert in love-making is her father. Love and death are 
again closely associated. The two brushes are her father’s and 
her husband’s penes. Face = vagina. 







Associations 


The ferryboat. John’s last name is Révész (Ferryman). She 
took a boat trip with her parents on the Adriatic at the age of 15. 
There was a summer vacation with her husband when they were 
engaged. The ferry across the Danube? They called the ferry- 
man ‘‘Charon.’’ On the other side, they used to pet. The boat 
is also the analyst’s boat (she knows that the analyst has a shell). 
Charon takes her to Hades because she witnessed the primal scene. 
To see Naples and then die (the Italian saying of Mori—to die— 
is a little town near Naples). ‘‘I am afraid I shall roll off the 




























































len 
r in 


AW 
He 


ent 
ds 
nal. 
nts 
ing 


na 
ed. 


are 
ind 


She 

15. 
ere 
ry- 
oat 
Il). 
ne. 


the 











GEZA ROHEIM, PH.D. 181 


boat into the water,’’ i. e., have an orgasm. ‘‘ Instead of Charon, I 
eall the ferryman of the underworld, Timotheus. This is Schiller’s 
‘Kraniche des Ibykus.’ The birds who denounce the murderer,’’ 
i. e., Timotheus. 


Interpretation 

Charon in this dream is the father in the primal scene. The 
boat would be the mother, and the man rowing in it is the father 
killing (having intercourse with) mother. The dead who are fer- 
ried across are the children who are participating in the primal 
scene, i. e., seeing it. 

Another patient, a woman of 35, about to divorce her husband 
and in search of a new lover, dreams about a barge containing 
many women. A red Indian jumps into the barge. One of her 
friends tells her to throw her girdle away. Then she and the other 
women will be saved—otherwise they will be raped. To the barge 
she associates the Styx. The red Indian looks like her father (or 
the analyst). This is the Charon figure. The girdle episode means 
that she is to lose her ‘‘virginity,’’ i. e., have an orgasm. The pas- 
sage from one shore to the other (from one marriage to the other) 
is the analysis. 

The point in all this is that Charon is a father-figure. Furt- 
wingler shows that Charon must have been part of ancient Greek 
folk-lore since remote times, and the fact that he is not connected 
with the Olympians is no proof against his antiquity. The prob- 
lem in all these representations seems to be that of transition; the 
boat is too small for all the ghosts; some have to wait; and those 
who have not been buried regularly cannot pass.*** Everywhere, 
from Pausanias to Dante, Charon is an old man—sometimes an 
object of fear.**? The Charon of the Etruseans has a long nose, or 
a beak, or feet and wings like the spurs of a cock, and a winding 
serpent in his hands.*® 

This takes us back to the scene itself, as described in the Aeneid. 
Aeneas is on his way to the underworld to visit his father Anchises. 
His reception by Charon is anything but friendly: 


Quisquis es, armatus qui nostra ad litora tendis 
Fare age, quid venias, iam istinc et comprime gressum. 
(Aeneis VI, 388, 389) 
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He compares the visit of Aeneas to that of Theseus and Pirithous, 
the one who chained the dog, Kerberos* and the other who tried to 
steal the wife of Hades himself.’* Sybilla, who patronizes Aeneas 
in his journey to the other world, disclaims any such intention of 
her protegée. 


Trois Aeneas, pietate insignis et armis 
Ad genitorem imas erebi descendit ad undas 
Si te nulla movet tantae pietatis imago 

Ac ramum hunc adgnoscas 


(Aeneis VI, 403, 405) 


And she shows him the mistletoe. Luckily for Aeneas, Charon has 
not read Frazer’s ‘‘Golden Bough’’; otherwise, he could hardly 
have regarded the fatale ramum as proof of the piety of our hero. 
‘‘Within the sanctuary at Nemi, grew a certain tree of which no 
branch might be broken. Only a runaway slave was allowed, if he 
could, to break off one of its boughs. Success in the attempt en- 
titled him to fight the priest in single combat; and, if he slew him, 
he reigned in his stead with the title of King of the Wood (lez 
Nemorensis). According to the public opinion of the ancients, the 
fateful branch was that Golden Bough which at the Sibyl’s bid- 
ding Aeneas plucked before he essayed the perilous journey to the 
world of the dead.’”** We know, of course, that the suecessor was 
‘*the priest who slew the slayer and shall himself be slain,’’ i. e., 
that he was liable to be challenged and killed the same way as he 
had challenged and killed his predecessor. Since the king is obvi- 
ously the father, the ritual king-killing is parricide.**® But what 
is the symbolic meaning of this specific ‘‘king,’’ the Rea Nemoren- 
sis? As he is the guardian of the sanctuary of Diana Nemorensis, 
his nature can probably be inferred from that of the goddess. Her 
function was to grant expectant mothers easy delivery. Models 
of the organs of generation, both male and female, have been found 
in her sanctuary, as well as those of couples seated side by side 
and those of pregnant women.’ Frazer has collected a few par- 
allels to Pliny’s report on the Druids in which a decoction made of 


*Cf., on the oral megning of the obolos, a parallel to the obolos for Charon is the 
honey-cake for Kerberos. E. Rohde, Psyche. (Fourth edition) Tiibingen. T. C. B. 
Mohr. 1907. I. P. 305 ‘‘The Etruscan Hades wears a wolf’s skin, or a bear’s head.’’ 
R. Carpenter, ‘Folk tale, Fiction and Saga in the Homerie Epics. 1946. P. 134. 
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mistletoe is supposed to make barren animals bring forth young.’ 
This is supposed to be a master key to open all locks, and it also 
functions as divining rod.’ The phallic significance of the golden 
bough or mistletoe is therefore pretty obvious,’” and the meaning 
of the ritual at Nemi would be that the priest of the goddess of 
generation is challenged to fight by a symbolic castration threat. 
The angry retort of Charon, therefore, seems like the last rudiment 
of a fight, the gesture of the Sybilla (the mother, or Diana) pro- 
claims Aeneas as the challenger. And Charon is the ‘‘ Father 
Imago’’ from whom Aeneas must obtain the images of the future 
(Anchises), i. e., whom he must vanquish in order to succeed in 
his mission. 

We have found that the coins were, first: objects to cover eyes 
and mouth, then compensation for the loss of this world. If they 
later became gifts for Charon, it follows that the ghostly ferryman 
is a ghost himself and that the coin is given to appease him so that 
he should not fetch another person from the land of the living to 
the land of the dead. 

We find the ferryman again in a folk-tale. This is the story of 
the three golden hairs of the devil (Grimm 29). The story starts 
out with the same situation as the ‘‘birth of the hero’’ myths. In- 
stead of the usual prophecy, according to which the father would be 
killed by the son,'’? we have here the formula that the peasant’s 
unborn son will marry the rich man’s daughter. 

The story has been summarized by Bolte and Polivka as follows: 

(A-1.) A new-born child is being persecuted by his future father- 
in-law. (A-2.) He receives a letter according to which he should be 
killed (Urias-motive). The letter is exchanged for another one; 
the new one directs that he is to wed the rich man’s daughter. 

(B.)- A preliminary condition is made; he must bring the devil’s 
(dragon’s, sun’s) three golden hairs. 

(C.) He meets persons on the way who ask him various ques- 
tions, the answer to which is known by the ruler of the underworld. 

(D.) The wife of the devil hides him and obtains the answers 
for him. 

(E.) He gets rewarded. 

(F.) He marries the rich man’s daughter. 
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(G.) The father-in-law goes the same way and replaces the 
ferryman, 

We are interested in three scenes of this drama: (a) how the 
devil’s hairs are obtained; (b) the questions and answers; (c) the 
ferryman. 

This is how things happen in the house of the devil or ogre. 
When the hero arrives, only the devil’s mother (or wife or grand- 
mother) is at home. She hides the hero in her skirt (or under the 
bed) and promises to get the three hairs for him and also the an- 
swers to the questions. The homecoming devil says, ‘‘I smell hu- 
man flesh,’’ but is finally persuaded that he is mistaken. The 
dragon (devil) falls asleep with his head in his mother’s lap. She 
pulls the three hairs out of his head and asks the three questions, 
each time pretending that she has had a bad dream and that she 
is asking about things she has dreamed of.’ The hero is under 
the bed, the devil asleep and the devil’s wife (or mother) pretends 
to be dreaming.’* In a Hungarian version the hero says to the 
devil’s wife, ‘‘Good evening, dear mother.’”*° The holy fakir was 
asleep for 12 days; and, when he opened his eyes, he saw the wan- 
derer standing there. ‘‘Son, you have looked after me while I 
was asleep,’’ he says.’** The conjecture is that we have here a folk- 
tale version of the primal scene. The one who hears things is the 
child; the one who sleeps, the father; the one who dreams, the 
mother. What we have here is a distribution of réles. It is really 
the sleeping child who dreams about what is going on between 
father and mother. But is it not rather a dangerous conjecture 
to interpret the devil or dragon or sun as the hero’s father? I do 
not think so, for it seems to be the regular technique of the second- 
ary elaboration ‘‘Mdrchen’’ style that the ‘‘far away”’ place is 
really identical with home. In addition, however, we have a di- 
rect confirmation of this conjecture in the Epic of Gilgamesh. 
The similarities with our Marchen are striking. Gilgamesh de- 
scends to the nether world to find the answer to a question. The 
problem is that of immortality. The ruler of the underworld Ut- 
Napishtim tells him he can become immortal if he can forego sleep 
for six days and seven nights. Gilgamesh must lose—but Ut- 
Napishtim’s wife comes to the rescue. She tries to keep him awake 
by baking seven batches of bread. Ut-Napishtim describes the 
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process and keeps telling the hero how far she has gotten with 
each batch. She is now about to bake it, it is nearly ready, ete. 
In the last minute, before all the loaves are ready, Gilgamesh falls 
asleep; and, although Ut-Napishtim grabs him (to wake him), he 
has slept for a second and lost immortality. Now, Ut-Napishtim is 
the ancestor of Gilgamesh, thereby verifying the conjecture that 
the ruler of the underworld is really the father of the hero. If we 
do a little regrouping we get the meaning of the sleepless night. 
Ut-Napishtim’s wife, with her loaves, is obviously a mother-repre- 
sentative. The latent meaning of the story probably is that the 
hero is asleep while something is going on between father and 
mother (baking the loaves), and when he awakes (inverted), he is 
attacked by father. 

In some rather peculiar Icelandic folktales, the primal scene ele- 
ment appears at the end of the story. The giant who knows every- 
thing asks to be rewarded for answering the questions. He wants 
to spend the bridal night in the same bed with the young married 
couple, or the giant and the bitch are in the bed at the feet of the 
young couple.’” (Two couples in the bed.) Another ‘‘motif’’ in 
these stories is also striking. The hero has to guess ‘‘what the 
king is thinking of at that moment.’’ The answer is that he thinks 
the hero will become his son-in-law.’” (Marriage theme—guessed. ) 

We shall now see that the questions asked by the hero fit in very 
well with this interpretation, i. e., with the nocturnal scene. They 
usually revolve around two themes: (a) the princess is sick, (b) 
something, either a well or a tree, that used to be prolific has ceased 
to bring forth. Wine came from the well; now not even water does; 
the tree used to bear golden apples; now it does not even have 
leaves.** There are no apples on the green emperor’s tree, no 
water in the red emperor’s well.’ To cure these troubles, the 
ogre tells his wife, something has to be removed. A toad is under 
a stone in the well; a mouse is eating the roots of the tree (Grimm 
29), or a treasure has to be removed from under the tree.’ The 
third problem is always the king’s sick daughter—and we assume 
that the well and the tree are symbolic representations of the 
woman. Now what is the woman’s sickness? If something (frog, 
mouse) has to be taken out of her, this must mean pregnancy, and 
the animal or object that is removed must be a symbol of the em- 
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bryo. In a Vend version, the apple tree has become barren be- 
cause a girl has buried her child under the roots.**' The questions, 
therefore, boil down to one. They mean, ‘* Where do the babies 
come from?’’ A French version makes this quite clear. The hero 
who calls himself ‘‘Messager du Diable et le Carillon d’Enfer’’ 
has made two of the daughters of the Emperor of Russia pregnant. 
The third daughter is sick; and the Emperor asks him to find out 
what is the matter with her. The answer is that she went to com- 
munion unprepared ‘‘elle vomit et rejeta la Sainte Hostie.’’ The 
Ilost was then swallowed by a toad. The animal is hidden in its 
hole. The toad must be gotten out and boiled; and when the princess 
drinks the water, she is cured. The wafer of the Holy Communion 
is the Christ-Child, i. e., the child in general.'*? The two who are 
openly pregnant and the one who is symbolically pregnant are 
really different versions of the same image.’ In a Hungarian 
version, the king’s daughter is ‘‘sick’’ because she has been living 
in a sinful way; and that ought to be a satisfactory explanation. 
In the same story the hero wants to know the luckiest hour; and 
the answer is, ‘‘The hour in which Jesus was born,’’™ 1. e., the 
moment of delivery. This ‘‘origin of babies’’ motif is often dis- 
placed to the animal which, instead of the ferryman and his boat, 
plays the role of vehicle between this world and the next. The 
whale will lie there till she vomits up the 12 Ships inside her.’* Or 
the alligator has a ruby in its stomach. Later in the same story, 
a man is in the alligator’s stomach.’ 

We have observed already that this motif fits in very well with 
the primal scene situation where the father is giving the answer. 
In a Norwegian version the queen has lost the golden keys. The 
Dragon said: 

**Oh, she’ll find them soon enough if she looks among the bushes, 
where she lay that time she wots of.’’ ‘‘Hush, hush, don’t say a 
word,’’ said the Queen, when she got this answer.’*’ In the ‘‘solar’’ 
variants we have another version of the same eternal ‘‘ Riddle of 
the Sphinx’’; the sun as an old man enters his mother (coitus) and 
is reborn as an infant.’** Finally, in the Icelandic version, a widow 
asks what happens to her suitors on the bridal night? And the 
answer is: They are eaten by an ogress.**° The third feature of 
the story that interests us in these ‘‘Marchen’’ is the ferryman. 
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According to Aarne this feature is late and has replaced the whale 
or other animal in Europe under the influence of the Greek 
Charon.’®” This would only be another instance of how the uncon- 
scious reacts to the latent content of the narrative and unites ele- 
ments derived from different cultural sources on the bases of their 
latent contents. 


There are two points to be made about the ferryman. The first 
is that he is trying to get rid of his job, and the next person who 
goes to the underworld, i. e., dies, is to be his successor. If he can 
throw his mantle on the passenger, the latter takes his place.’” 
The ending is, in Grimm’s version, ‘‘Is he still rowing? Surely 
nobody wants to take the oars from him.’’ (Grimm 29.) The 
answer to the ferryman’s question in the Russian story is ‘*‘ Who- 
ever comes to you first put him on the ferryboat and push it away 
from the shore; he will ferry forever and you will go home.’”” 
It is a common belief that the last person who dies is always likely 
to fetch someone else; and thus the ghost becomes the ferryman 
who carries passengers from this world to the next. 

The second point is this: In many versions of the story the un- 
willing father-in-law or enemy of the hero finally becomes the 
ferryman. When the hero marries his daughter, he undertakes the 
great journey because the hero has brought gold and silver (re- 
ceived from the people whose questions he has answered), and now 
the father-in-law wants to do the same. So he goes to see the 
dragon (ete.), but he does not return, and becomes the ferryman 
himself, i. e., he dies. 


‘*Now you may go backwards and forwards here and carry folk 
over till you are set free.’”** 


In other words, when the hero marries the heroine, the father 
representative dies, i. e., the typical Oedipus situation. We have 
interpreted the night scene in the ogre’s house as a primal scene; 
therefore, the devil or dragon is interpreted as the father. Funda- 
mentally, the human and supernatural antagonist of the hero must 
be the same person, i. e., Charon rowing in the boat is also the 
father in the primal scene. This is what the dream interpretation 
shows and what by a somewhat roundabout process we can also de- 
duce from the interpretation of the folktale. There are other 
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grounds which support this view, for the modern Greek Charon on 
horseback must be psychologically the same as Charon in the boat; 
and, on the other hand, Charon on horseback has a large family 
and is connected with the Wild Huntsman. In my paper on the 
Wild Huntsman, I could show that the latent content of this myth 
is the primal scene.** The ritual is a reaction to death. As such, 
it cathects the situation with libido. The dead person is not dead, 
but a child, an infant, an embryo returning into mother’s womb. 
Then, aggression and guilt creep in by the back door (the dead is 
the oral aggressive child) only to be veiled again by seemingly 
sacrificial or ‘‘giving’’ rites. 

We have first oral aggression projected to the dead (dangerous 
mouth or eye) and then an attempt to cover this oral aggression 
and to replace aggression by love (gift). In the folk-tale the situ- 
ation is different. It is essentially a day-dream about achieving 
sexual maturity,’® but there is many a slip twixt cup and lip, and 
the most important of these ‘‘slips’’ is the primal scene, i. e., the 
Oedipus complex. The primal scene, from the infant’s point of 
view, is father killing mother, and coitus is the penis dying in the 
vagina. Against Thanatos, we mobilize Eros; against Eros, 
Thanatos. 


ADDENDA 


The writer has interpreted Charon’s rowing as the father in the 
primal scene. In Hungarian folksongs from Baranya the only fee 
the ferryman accepts for crossing the Danube is a girl.’® 

These people tie the chin with a kerchief to prevent the mouth 
from opening. Then they put a coin on each eye and turn the mir- 
ror or cover it. They also throw money into the grave; this is to 
cover expenses on the way.’ 

Vends in Western Hungary put money into the hands of the 
dead ‘‘for the raft.’’°° 

At Kalotaszeg, people (Hungarians) put small coins into the 
hands of the dead ‘‘ That is all that he keeps of his property’’ they 
say. If the eyes are open they are also covered with coins.” 
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AUDIO-VISUAL PSYCHOTHERAPEUTICS 


Portable Moving Pictures with Sound as a Rehabilitation Measure 
BY HAROLD H. BERMAN, M. D.* 

For many years, moving pictures with sound have been shown 
to patients in mental hospitals. The qualifications for attending 
the moving pictures in the recreation hall necessarily exclude a 
large number of the disoriented, the untidy, the disturbed, the ae- 
tively self-destructive and many others. The shortage of person- 
nel has increased the number of the ‘‘shut-in.’’ 

An attempt was made at St. Lawrence State Hospital on Janu- 
ary 30, 1945, to overcome this difficulty by taking smaller groups 
to a room in the recreation hall, where 16 mm. films with sound 
were shown. Noisy and disoriented patients comprised this group. 
On an alternate day, a convalescent group attended. 

In retrospect, it should have been seen that this procedure had 
therapeutic potentialities, as illustrated by a man who had been a 
patient in the hospital for many years with a diagnosis of demen- 
tia precox, catatonic type. He had all the classical symptoms. On 
the day after his first admittance to the movie, as he looked about 
the room, he remarked to the occupational therapist, ‘*‘ Nice room, 
good books, nice show.’’ This was the first exterior interest noted 
on a concrete basis. He was still too assaultive and untidy to at- 
tend occupational therapy classes. However, after this display of 
interest, he was assigned to a physical training aide for special 
attention. He was taken to basketball games, bowling alley par- 
ties and, finally, to an afternoon mixed party which included 
dancing and card games. At his first dancing party, he abruptly 
placed himself in a chair among the women patients, looked around 
and, when asked by a physical training aide why he was not danec- 
ing, he patted his knee with his hand and said, ‘‘I’m getting aceli- 
mated.’’ After sitting awhile, he suddenly got up, tapped one of 
the other men patients who was dancing, said, ‘‘My dance, 
brother,’’ and danced away with the woman patient. He still at- 
tends these parties, and has been transferred from the untidy ward 
to a working ward. He is neater and cleaner than before and still 
maintains his slight amount of improvement. 


*Assistant director, St. Lawrence State Hospital, Ogdensburg, N. Y. 
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Even though patients were going to the regular moving picture 
performances in large numbers, and smaller groups were going to 
these less pretentious performances of the 16 mm, film, it was felt 
that a large number of ‘‘shut-in’’ patients were being neglected in 
this respect. In March of 1946, the first attempt to bring moving 
pictures with sound to the ‘‘shut-ins’’ was made. The hospital has a 
portable 16 mm. moving picture projector equipped with a sound 
track. The 12-inch speaker is detached from the machine and is 
beyond control of the operator. It is vulnerable to damage and 
destruction in the same manner as the portable screen. The first 
ward visited was one where 80 untidy, disturbed patients are under 
care. During the showing of ‘‘The Legend of Sleepy Hollow,”’ 
which was distinctly not of the Class A or four-bell type—as the 
number of films available on 16 mm. reels is limited—the patients 
were fairly quiet and seemed to enjoy the picture. There were, 
however, occasional outbursts of scolding. That same afternoon, 
this picture was shown on the disturbed ward in the continued- 
treatment building for women. The unruly and disoriented 
patients were brought into the room. Some of the noisy and 
disturbed ones had to be urged to sit in the chairs, and the 
noise was terrific. After the picture started, the patients grad- 
ually became quieter and quieter; but it was still necessary 
to have the nurses and attendants hold five or six patients 
in their chairs. On another disturbed ward for women, a definite 
response was met. The patients had been pacing up and down the 
room, running about, noisy and distractable; but when the picture 
started, attention was held, and the room became just like any 
other moving picture house at an adult performance. A few of 
these patients had been admitted to the hospital prior to 
the moving picture era, and their conditions had been con- 
tinuously of such a nature that they could not attend the 
formal group showings and as a result had never seen a moving 
picture, and a larger number had never seen one with sound. 
This information was obtained from the patients, and is reported 
only as an illustration of the type of patient to whom the picture 
was shown. The next picture was obtained on April 1, about two 
weeks later. This film, ‘‘The Dancing Pirate,’’ was still not a 
four-bell ringer or a Class A film. The machine and the screen 
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were set up while the patients were in the barber shop. When they 
returned to the ward and found what was in progress, about 70 
per cent, of their own accord, brought chairs and placed them in 
position to look at the picture, sat down and waited for the movie 
to begin. All except one disoriented general paretic, watched the 
movie. On the disturbed and assaultive ward for men, three pa- 
tients did not desire to watch the picture. After it started, they 
began turning around, taking short quick looks; and, before the 
picture was over, they had turned completely around and were 
watching the performance. 

The following day, it was shown on the ward for disturbed and 
assaultive women. Here the patients were noisy and active. The 
picture was colorful, with a great deal of action and gay music in 
harmony with the general mood of the excited manic patients who 
comprised this ward. Ona re-visit to the disturbed women’s ward 
in the continued treatment building, the patients arranged the 
chairs themselves and assisted in darkening the room. After the 
performance, three patients, who had been mute for some time, 
talked with the nurses, and several asked when they could 
expect the next movie. On the visit to the ward—where it had 
been necessary for nurses and attendants to hold the patients in 
their chairs—the patients volunteered to carry the blankets to 
darken the room, and to help place the chairs in position. They 
were noisy before the movie began; but, once the lights were 
turned out and the picture under way, they became quiet. It was 
not necessary to restrain any one of them. When the picture was 
over many asked ‘‘Is that all?”’ 

About four weeks later the picture, ‘‘Let Us Sing,’’ with Bobby 
Breen, was shown on the disturbed ward for women. It is felt that 
about 85 per cent followed the continuity of the story. Illustrative 
of this was the patient who asked, after the picture was completed, 
if the woman who was with the hero at the end was his mother. 
When the attendant unthinkingly said, ‘‘ Yes,’’ the patient imme- 
diately replied, ‘‘That’s not so, he said his mother died.’’ The latter 
was the truth. Another patient was sitting in a rocking chair 
which she was pushing all around the room. After the picture had 
been running for a few minutes, she stopped her overactivity and 
watched the remainder of the film. When a baby was shown on the 
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screen many of the women remarked, ‘‘Oh isn’t he darling, oh 
isn’t he cute?’’ and they commented repeatedly about it. One pa- 
tient, an irritable woman, was stretched out on a bench and re- 
fused to pay any attention to the picture. When asked by the oe- 
cupational therapy worker why she was not enjoying the picture, 
she got up sullenly and came around to a point where she could 
see it. By the end of the film, she was laughing and talking in a 
pleasant manner. There were many opinions expressed regarding 
the ability of the singer. 

On the return visit to the untidy and noisy men’s ward, the 
screen and projector were set up while the patients were in the 
barber shop. When they came back to the ward, there was much 
running around, pushing about and displaying of noisy manner- 
isms. The patients were generally active. However, they assisted 
in placing the chairs in position; and it was hardly five minutes 
after the picture started until the ward was quiet and orderly, and 
all seemed interested. One patient, who has been reported for 
many years as having been disinterested in his environment, was 
sitting on the edge of his chair, during the running of a cartoon of 
mechanical horses in a race, leaning forward with both hands ex- 
tended in front of him, going through the motions as if he were 
riding a horse. After Bobby Breen had sung, one patient pleaded, 
‘**Oh, sing some more, please.’’ During the early part of the week, 
in the women’s continued treatment building on the disturbed and 
active ward, some of the patients asked when they were going to 
have another movie, and remarked that it had been a month since 
there had been one. When the operators arrived on the ward, the 
patients were noisy, as usual, racing about and generally overac- 
tive. Several patients appointed themselves a committee to help 
darken the room, and others helped with the chairs. On this ward, 
there is a side room for patients who do not keep themselves prop- 
erly clothed, and who are extremely untidy and unclean. They were 
brought out and placed in chairs. Four refused to come out. While 
the picture was being shown, all of them were quiet and remained 
seated during the movie. This might be said to be the first time in 
the history of this ward that such a condition prevailed. After the 
picture was completed, they sat expectant, as if waiting for the 
next act, and looked as if they were sorry the show was over. On 
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a ward composed of women wetters and soilers, not one patient 
wet or soiled during the performance. 

Our first projector, purchased during war time, was a compli- 
vated piece of machinery; but this has been replaced by a modern 
one which is much more satisfactory from a vocal and visual point 
of view and much simpler to operate. Anyone can be taught to 
operate it in a matter of a few minutes. The speaker is situated 
at a distance of about 20 feet from the operator, and there have 
been no assaults made upon it. On some of the wards where the 
men patients attempt to take hold of any women employees pass- 
ing through, and where women patients pull and tug at the men 
employees and the doctor’s clothing, no such conduct was observed 
while the picture was on. One patient in particular kept repeat- 
ing, ‘‘There is nobody behind the screen; and, yet, the screen is 
talking.’’ Many of the patients seemed to be trying to look all 
around the screen to see where the voice was coming from. One 
patient, who had been in a side room continuously because of her 
assaultiveness, sat nonchalantly with her chin resting in her hand. 
When the operator inadvertently moved into her way and ob- 
structed her view, she motioned with her hand and said, ‘‘ Mister, 
you’re in my way.’’ 

The equipment for darkening the room is simple. We have had 
sticks cut to the width of the windows, and have put cup hooks in 
both ends. The blanket is caught between these hooks, and the 
stick is dropped over the top of the window; then the window is 
pushed up to hold it, and the bottom is left open for ventilation. 
In the older type of building with a high ceiling, the sound will not 
sarry very well with this type of speaker, unless some acoustic 
arrangement is made. 

While this project began simply as a means of bringing enter- 
tainment to the ‘‘shut-in’’ patients who could not be taken to the 
amusement hall, it is interesting to note how the average patient 
identified himself with the characters on the screen. The atten- 
tion of the disinterested patient became focused. In many eases, 
it is felt, such patients followed the continuity of the story. This 
conclusion is reached because of the comments made and the atti- 
tudes assumed during the performance. It would be interesting to 
try psychotherapy along these lines, if the equipment were avail- 
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able. Some of the commoner complexes in the drama, with the pa- 
tient participating, have already been proved to be useful thera- 
peutic measures. Music as a therapeutic aid is also recognized. 
By means of the characterizations—personifications—of the more 
common complexes, delusions and hallucinations might be por- 
trayed on the screen, and would thus establish rapport between the 
movie and the patients. As the spoken word—emanating from the 
person of the psychiatrist, and thus personifying the sound, as 
well as combining two senses of the patient, the auditory and the 
visual in psychotherapeutics—carries more weight than the writ- 
ten, it might be concluded that the portrayal on the screen would 
be a means of establishing contact between the introverted, seclu- 
sive patient and the external world. This is ‘‘ Audio-Visual Psy- 
chotherapeutics.’’ The development of a psychosis, step by step, 
and the final admission of the patient to the hospital, his reception 
with his fears and hopelessness, and the progress made under va- 
rious forms of therapeutic treatment, would in a talking picture be 
a form of ‘‘audio-visual psychotherapeuties.’’ In this the voice 
and the personality of the psychiatrist can be injected and thus 
brought to a larger number of his patients. This will be a continu- 
ation of his psychotherapeutic interview, and can be repeated as 
often as required. The dynamics of the psychoses could be inter- 
preted on the screen as a means of therapy. The fears of the pa- 
tient, such as fear of being transferred to another part of the insti- 
tution, fear of punishment, fear of not being able to leave the hos- 
pital to go home, and fear of other patients could all be combined 
in this message. 





SUMMARY AND CONCLUSIONS 


1. Talking pictures were brought to shut-in patients, some of 
whom had never seen a moving picture, and many of whom had 
never seen a moving picture with sound. 

2. Identification of the patient with the characters has been 
observed. 

3. Rapport is established between the patient and the talking 
picture. 

4, The pictures have helped in habit training. 
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5. It is suggested that advantage be taken of this factor as a 
therapeutic means. 

6. Planned, therapeutic talking movies might be of benefit in 
explaining the dynamics of psychoses in selected cases, a form of 
‘audio-visual psychotherapeuties.’’ 


St. Lawrence State Hospital 
Ogdensburg, N. Y. 
























































A BRIEF SURVEY OF THE USE OF MOTION PICTURES FOR THE 
TREATMENT OF NEUROPSYCHIATRIC PATIENTS 


BY 2nd LT. ELIAS KATZ, M. A. C. 


Motion pictures of different types have been found useful in en- 
larging the scope of techniques and facilities available to psychi- 
atrists and psychologists in the treatment of mental patients. 
These films have been used primarily as an aid to treatment, and 
not as a substitute for the personal participation and supervision 
of the therapist. 

Generally, films have been used: (1) for individual and group 
psychotherapy; (2) for entertainment purposes; and (3) for edu- 
‘ational, vocational and inspirational purposes. ‘The present re- 
port summarizes available information concerning these films and 
their uses for treatment. 


Motion Pictures For INDIVIDUAL AND Group PSYCHOTHERAPY 
Films for Development of Psychological Insight 


In conducting individual and group psychotherapy, it is often es- 
sential to develop some understanding in the neuropsychiatric pa- 
tient of the relationship between somatic symptoms and mental 
states. This problem of presentation is complicated both by the 
difficulty of communicating highly abstract technical material and 
by the problem of expressing essentially dynamic concepts. Mo- 
tion pictures, by virtue of their dynamic character and power to 
communicate difficult concepts, are an ideal medium to present this 
type of information during the course of therapeutic sessions. 

For developing in the neuropsychiatric patient an insight into 
psychological mechanisms of adjustment, the Navy Department 
has prepared a number of psychiatric films.’ ‘‘A program is in 
production which is preparing for therapeutic use a library of spe- 
cial treatment films. These will amplify considerably the group 
therapist’s resources. Their primary function will be to illustrate 
and objectify the points which have been or will be raised in the 
group discussions. It is hoped that in this way those aspects of 
psychiatry which we admit are dull and uninspiring, can be re- 
lieved of their tedium. A secondary purpose is also served in that 
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treatment by less experienced therapists will be raised to a higher 
standard and simplified by the addition of representative discus- 
sion material.”’ 

Among the films which have been released in this navy program 
are ‘‘An Introduction to Combat Fatigue,’’ ‘‘ Assignment Home,’’ 
‘*Trritability,’’ ‘‘ Insomnia,’’ ‘‘ Inside Story of Seaman Jones,’’ and 
others. The first two have also been adapted as army training 
films for use in army hospitals. 

‘*An Introduction to Combat Fatigue’’ demonstrates the pattern 
of tensions and stresses in a typical soldier, leading to a ‘‘combat 
fatigue’’ breakdown. An analogy is drawn between the reactions 
of a cat to a fear-provoking situation, and those of the soldier in 
comparable circumstances. The various precipitating factors and 
the severe traumatic incident which bring about the neuropsychi- 
atric symptoms are clearly demonstrated and discussed by a psy- 
chiatrist. The concluding portion of the film presents a brief out- 
line of the reconditioning program which will aid the soldier to 
regain his normal status. 

‘*An Introduction to Combat Fatigue’’ has been used widely as 
‘fa focal point in group discussions dealing with the problem of 
fear, relationship to comrades, the nature of emotional symptoms, 
ete. Also, as a kind of projective test it has been demonstrated to 
have considerable value. ‘How would you, in Edward’s position, 
feel about —?’ ‘Why?’ ’” 

The film ‘‘Irritability’’ ‘‘shows the longitudinal picture of guilt 
and irritability as a mask for depression in terms of a seaman who 
saw his action in a boiler room of a ship which was torpedoed. All 
of the material is brought in a group meeting and a formulation of 
the dynamics is given by a doctor .”? “Assignment Home’’ 
deals with the problems of three typical neuropsychiatric dis- 
chargees—an older man who goes back to his family on a farm—a 
young boy who has a job cutting himself loose from his mother 
and finally applies for and gets a job in a machine shop (the busi- 
ness of ‘‘ What do I tell an employer about my discharge?’’). The 
third boy goes back to school—with all which that entails. ‘There 
is another film called ‘‘Insomnia,’’ which treats muscular tension 
and the problems of relaxation. There is also the ‘‘ Inside Story of 
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Seaman Jones’’ showing the problems of adjustment—psychoso- 


matic and otherwise—of an ex-football hero.* 

A second type of film which has been used in the development of 
insight into psychological mechanisms of adjustment is the series 
based on experiments conducted by Dr. Jules Masserman at the 
neurophysiological laboratory of the division of psychiatry, Uni- 
versity of Chicago, centering around ‘‘The Dynamics of an Experi- 
mental Neurosis in Cats: Its Development and Techniques for Its 
Alleviation.’* Among the topics treated are: ‘‘I. Conditioned 
Feeding Behavior and Induction of Experimental Neuroses in 
Cats’’; ‘‘II. Effects of Environmental Frustrations and Intensi- 
fication of Conflict in Neurotic Cats’’; ‘III. Experimental Diminu- 
tion of Neurotic Behavior in Cats’’; and ‘‘IV. Active Participa- 
tion in Establishing More Satisfactory Adjustment.’’ In addition, 
Masserman has prepared films on the following topies: ‘‘Dom- 
inance, Neurosis and Aggression in Cats’’; ‘‘The Dynamies of 
Competition in Cats: Inter-Cat Relationships in a Manipulative 
Feeding Situation’’; ‘‘The Effects of Morphine on Learned A dap- 
tive Behavior and Experimental Neuroses in Cats’’; ‘*The Role of 
the Hypothalamus in Emotion and Behavior of Cats’’; ‘‘The Ef- 
fects of Electrical Stimulation and Destruction of the Hypothala- 
mus in the Cat’’; ‘‘The Effects of Various Drugs on the Emotional 
Mimetic Reactions of the Hypothalamus and Cerebral Cortex of 
the Cat’’; and ‘‘The Reaction of the Heart to Faradic Stimulation 
of the Hypothalamus in Cats.’” 

In Canada, psychiatrists in the Department of Veterans Affairs 
have been using these films for psychotherapeutiec purposes: 
‘These films have been used in our different psychiatric hospitals 
by the doctor in charge of the service as an aid to group psycho- 
therapy. Masserman’s films, we find, are particularly useful in 
this way as they are silent films and the comments on the film can 
be made by the doctor in charge according to the type of patient, 
and whether or not he wishes any comments from the patients af- 
ter the showing of the film. This latter method has proved very 
useful and has led to extremely useful general discussions after 
the showing of the film. It seems to have a better effect than a 
lecture by the doctor.’” 
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Other psychiatrists have found the films of value for this pur- 
pose: ‘‘I have occasionally used experimental films in cases of 
anxiety, especially those of Dr. Jules Masserman of the University 
of Chieago.’” 


Films to Make Patients Accessible to Psychotherapy 


Auroratone films have been used to make military patients with 
psychotic depressions more accessible to individual and group psy- 
chotherapy. Commentators summarize their findings as follows: 

‘“‘The general aims of this investigation were to observe the ef- 
fects of Auroratone films on manic-depressive patients in the de- 
pressed phase in an Army General Hospital, to explore the dy- 
namics underlying the observed behavior, and to use these films for 
purposes of group psychotherapy. Among the limitations of this 
study were the small number of patients included, the relatively 
short period of time for the investigation, the limited number of 
films available. 

‘*The Auroratone films used were six selections in which abstract 
color film patterns were blended in synchronization with slow, sed- 
ative and mildly sad musie, 

‘‘Observation revealed that these patients were intensely ab- 
sorbed in the films, that their span of attention to the films was ap- 
preciably lengthened after exposure to the films. Weeping was ob- 
served in some patients. Many patients became accessible to indi- 
vidual and group psychotherapy immediately following exposure 
to these films. 

‘*A brief outline of the psychodynamies of the effect of these 
films on these patients suggests that the nature of the visual and 
auditory stimulation in these films appeals to the depressed mood 
levels of the patients observed. Repeated exposures to Aurora- 
tone films rendered them more accessible to positive psycho- 
therapy.’”® 

**Other users of Auroratone films have reported negative results 
in exposing mental patients to the Auroratome films: ‘‘It was the 
opinion of the psychiatric staff that this type of film has little 
therapeutic value.’” 
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Films for ‘‘ Desensitization’’ of Combat Fatigue Casualties 

Films of graded intensity of stimulation have been used to ‘‘de- 
condition’’ patients who have been exposed to severe combat ex- 
periences. ‘‘ Briefly, films of actual combat scenes, graded in order 
of intensity of stimulation are shown, followed or accompanied by 
a record of battle sounds. The more innocuous sound films are in- 
troduced first, such as animated cartoons caricaturizing stupidity 
or neglect of weapons, films of ship-to-shore landings, and types of 
ordnance. This is followed immediately by free group discussion 
which reactivates the traumatic event in a shielded environment. 
Reminiscences, experiences and attitudes are voiced freely. When 
the technique of group discussion has been established, actual com- 
bat films of bombings, strafings, and some captured Japanese films 
are shown with the battle sounds. The patient is surprised to see 
others react as he does to the combat experience. [or the first 
time he can voice, feel and re-experience the relatedness of physio- 
logical concomitants of fear. These patients already sensitized to 
sudden noises, become frightened and show varying manifesta- 
tions of acute fear or panic. Some actually flee from the scene, 
sweat, develop uncontrollable tremors, vomit or exhibit severe 
vasomotor manifestations. In such cases isolation, partial or com- 
plete narcosis with sodium amytal, followed or accompanied by 
individual interviews affords first hand therapy of the activated 
symptoms of actual combat.’’” 

At one Army General Hospital, a series of eight films, drawn 
from the Training Film Library, was used for this combat desensi- 
tization program. The films included the following: 

1. ‘‘Snafu.”’ 

‘*Machine Guns in Defense.’’ 
‘*Fire and Movement.’’ 


bo 


a 


‘*Daylight Reconnaisance.”’ 
.. ** Battlefield Sounds.”’ 
6. ‘‘Infantry Weapons and Their Effects.’’ 
7. ‘‘Street Fighting.’’ 
8. ‘*Baptism of Fire.’’™ 


A similar set of films was used in another Army General Hos- 
pital: ‘‘In our combat desensitization program, we chose only se- 
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vere ‘war neurotics’ with sympathetic neuropsychiatric sympto- 
matology. We started with such training films as ‘Sounds of Bat- 
tle’ and ended with ‘Baptism of Fire.’ We sedated our patients 
during the treatment. We also varied the duration of viewing the 
scenes.’””? 

Following are comments of a few therapists who have used films 
in ‘‘combat desensitization’’ programs: 

‘‘T have had some experience at the research level with the use 
of battle noise in reconditioning combat fatigue cases. We had 
indications of success in some cases with such reconditioning but 
in general the reaction of the patients was so severe that we deemed 
it medically unwise to continue this work. My only suggestion here 
would be that you are extremely cautious in selecting a low level 
of intensity and reality at which to introduce such sounds and 
scenes. Otherwise I am afraid that your combat cases will regress 
clinically rather than improve.’’* 

‘*Most of the patients did not like the treatment. My own feel- 
ing is that it is only an adjunct. I doubt that it has any advantages 
over ordinary group therapy properly conducted.’’™ 

‘‘These films were used with small groups checking closely on 
those who could not stand the films and seeing them individually. 
The results were equivocal.’”® 


Psychodrama and Therapeutic Motion Pictures 


An interesting use of motion pictures is suggested by Moreno, in 
connection with psychodrama as a means of psychotherapy. In 
each psychodrama therapy session, Moreno has stated, there are 
three factors at work: ‘‘(a) The action on the stage between pa- 
tients and auxiliary egos; they influence in turn every member of 
the audience; (b) the action in the audience; one audio-ego can be 
a therapeutic agent to every other audio-ego; as they are influ- 
enced by the action on the stage they in turn counter-influence the 
actor-patient and auxiliary egos during the stage process, in the 
causes between scenes, immediately after each scene and at the end 
of the session, by their reactions; (c) the director; he exerts his in- 
fluence upon the actor-patients on the stage and the audio-egos in 
the audience, and last but not least, by his analysis and com- 
ments.’”**° 


PART I1—1946—E 
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In connection with the possible use of therapeutic films in rela- 
tion to psychodrama, Moreno has outlined a technique for effective 
use of the motion picture medium for this purpose: ‘‘ Therapeutic 
motion pictures, film or television, the selection of conflicts, the 
construction of plots, the choice and training of cast, must be made 
in accord with psychodramatie principles. But the medium of the 
film adds factors which are absent in a psychodrama session. The 
latter is a one-time event for a one-time audience. It aims to 
be of cathartic benefit to the actors and the audience alike. The 
therapeutic motion picture is a repeatable event and of cathartic 
benefit to an audience only. It is however, able to appear simul- 
taneously and successively before innumerable audiences. ‘The 
focus of a psychodrama session is an immediate and singular audi- 
ence—in the therapeutic motion picture attention is concentrated 
upon yet invisible, future audiences. The psychodramatie director 
works in continuous interaction with the audience, analyzing action 
not only as the stage production requires, but also as the rising 
and falling of the emotional atmosphere of the audience requires 
comment. Another technical difficulty arises from the medium it- 
self. Only a few of the informal, spontaneous actions and inter- 
actions of the psychodrama lend themselves to photography. In- 
adequate picture-taking may easily turn the most spontaneous act- 
ing into a distorted and artificial portrayal. The psycho-technical 
problem is therefore to produce a film so that it approximates as 
far as possible the atmosphere of spontaneous acting, and how to 
construct the film so that it gives the audience the illusion of direct 
communication with itself.’”” 


Motion Pictures ror ENTERTAINMENT OF MENTAL PATIENTS 
Full-length Feature Motion Pictures 


A recent informal canvass by the writer of the use of motion pic- 
tures in treatment of mental patients in army general hospitals 
and at other mental institutions indicated that entertainment films 
are universally shown as an integral part of the treatment pro- 
gram. In most hospitals, there is some degree of selection of those 
films presented to disturbed patients. Typical, are comments such 
as the following: 
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‘*Motion pictures have been used for some time in psychiatry 
for recreational purposes. At St. Elizabeths Hospital in Wash- 
ington, D. C., . . . motion pictures have been used for the past 20 
years. 

‘*We have employed motion pictures extensively in our activities 
for neuropsychiatric patients since this hospital’s activation* in 
1942 and found them to be a definite value as a therapeutic aid. 
Certain questionable pictures are previewed by the members of the 
staff before their exhibition. 

‘*Tt is impossible to give you the names of the films or the titles 
of the films shown during our four-year period of operation but 
generally speaking they include all types. It is believed that with 
the exception of the more acutely-ill patients there should not be 
any exception as to the type of films shown since our primary goal 
is resocialization and rehabilitation of neuropsychiatric patients to 
a normal outlook on life.’”* 

‘*Motion pictures have been extensively used on our closed 
wards. The purpose, however, was not one of specific treatment, 
but of general entertainment as a contributing factor in the ‘thera- 
peutic atmosphere’ with which we endeavored to surround our pa- 
tients. Nothing extraordinary or conspicuously differing from a 
reaction of an average G. I. audience has been noted when the films 
were shown on closed wards.’’*® 

‘*We have used motion pictures chiefly as recreation for the pa- 
tients.’’*° ; 

‘“‘Twice weekly, closed ward patients are shown the latest fea- 
ture films on 16 mm. film. These films are selected by a regional 
Red Cross Agency and are previewed prior to showing. It has 
been found that most feature films except war and horror films are 
suitable for closed ward patients.’” 

‘*ach week a feature film of 16 mm. film is shown to every pa- 
tient in a closed ward . . . These films were utilized primarily for 
the purpose of breaking the monotony of the ward. There was no 
attempt at any time to select them for specific therapeutic pur- 
poses. An attempt was made, however, to keep from showing films 
that were too heavy in content or that were difficult to follow in 


*Darnell General Hospital, Danville, Kentucky. 
































212 MOTION PICTURES FOR TREATMENT OF NEUROPSYCHIATRIC PATIENTS 


order to gain their story. However, for the most part, practically 


any film was shown . . . At no time during the year and a half 
that these films have been shown have we had any particular diffi- 
culty with patients over reacting to any film . . . Patients on 


closed ward status who were capable of being handled and capable 
of appreciating the picture were allowed to visit the Post Theater 
once a week. At no time did any incident arise because of this 
policy.’ 

‘‘This department is attempting at the present time to arrange 
circuits of film showings in order that the type of film shown to the 
patients in a hospital may be absolutely under control. Our ex- 
perience in the past in this matter has not been a very happy one as 
the showing of films was generally done by the Canadian Red Cross 
or some other voluntary organization who had very little apprecia- 
tion of the effect of a film on the patients in hospital. For exam- 
ple, it was observed on one occasion that a news-reel showing bat- 
tle scenes and with a predominant amount of noise was being 
shown to patients in hospital in the evening just before they were 
to retire. This was naturally upsetting to chaps back from the 
front.’’”* 

From these comments and from universal experience, the im- 
portance of showing carefully selected entertainment feature films 
to psychiatric patients cannot be overestimated. It will be noted 
that the showing of a motion picture takes place in a normal group- 
audience situation, an experience which can be made to reinforce a 
patient’s previous contact with the world of reality. During the 
showing, patients become absorbed in the story and action, and 
may become less preoccupied with their own personal problems and 
complaints. In addition, the content of certain films may appeal to 
certain types of patients, for example, comedies to depressed pa- 
tients, active ‘‘westerns”’ for lethargic patients. These entertain- 
ment films should always be evaluated in terms of their effects on 
the patients to whom they will be shown. 





Short Subjects for Entertainment of Mental Patients 

A great variety of short subjects of an entertainment nature is 
available for general distribution. Such films include sports topies, 
cartoons, travelogues, and subjects of popular interest. Many of 
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these films are intended for advertising purposes, but in large 
numbers there are short subjects containing little or no objection- 
able advertising. 

In connection with the canvass of the use of motion pictures for 
treatment of mental patients, it was found that many hospitals 
have made regular use of short subjects. Typical, is the experi- 
ence in one army general hospital: ‘‘ During the same week (as the 
showing of feature entertainment film —E. K.) a series of short 
subjects consisting of a reel or two of comedy, travelogue, sports, 
cartoons, ete., were shown. Usually the latter show of short sub- 
jects amounted to thirty to forty-five minutes. Thus, every closed 
ward patient saw each week one feature and one period of short 
subjects. ’’** 

What has been reported previously with respect to feature en- 
tertainment films holds as well for entertainment short subjects. 
They should not be presented without careful evaluation as to their 
potential effect on the patients. This problem presents itself when 
groups of short subjects are presented in the same program, and 
it is found that one of the sections is objectionable, such as a vio- 
lently realistic newsreel of war scenes. Such a program might be 
presentable before a general audience, but should be evaluated by 
therapists before showing it to closed ward patients. 


Motion Pictures ror INstrucTION, VOCATIONAL GUIDANCE AND 
PROPAGANDA PURPOSES 


A large number of films, mostly short ones, are available on sub- 
jects which cannot be classified as entertainment motion pictures, 
but which are intended for use in instructional, vocational guid- 
ance, and inspirational situations. 

Films of a definitely instructional nature have been produced 
for many years; and they have been used in schools for visual edu- 
cation in connection with normal curricula. A number of films of 
this type have been made available to army hospitals by the War 
Department, through Signal Corps film libraries. 

Many industrial films are available at little or no cost from pri- 
vate sources. Such motion pictures are relatively free from adver- 
tising and are well suited for showing to psychiatric patients. 
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For vocational guidance and vocational training, there are sev- 
eral different types of films. The guidance films are usually di- 
rected toward giving a background in a given area of occupation, 
such as engineering or the dairy industry. For further training, 
in areas of vocational choice, there is the host of films produced by 
the United States Office of Education and other agencies which 
participated in vast programs of specialized technical training for 
the war effort. 

Finally, there are many films which may be called inspirational 
or propagandistic. Their aim is to encourage the development of 
appropriate attitudes and desirable goals. Examples are the ‘* This 
Is America’’ series produced by the War Department, along 
‘*March of Time”? lines, in which are demonstrated vividly and in- 
terestingly the meaning of democracy and the war aims of the na- 
tion. The film, ‘‘An Introduction to Combat Fatigue,’’ which has 
previously been mentioned, has been used in one army general hos- 
pital for group orientation purposes: ‘‘For the psychoneurotics 
we have used the Army Training Film, ‘An Introduction to Combat 
Fatigue’ as well as a similar film from the Navy and a British film 
on the same subject. These have been part of a general program 
of group orientation. The reaction to the films has been favor- 
able.’”** 

The Canadian experience in this regard is illuminating: ‘* For 
the general patients the idea now is to try to have films shown 
which will be of interest, looking towards their return to civilian 
occupations, and at the same time to interject, without making it 
too apparent, some propaganda in reference to their own attitude 
towards the civilian and their return to life in the civilian com- 
munity. This type of film will of course be interspersed with light 
comics in order that the evening will not be entirely one long lec- 
ture, as it were.’”® 


SUMMARY 


1. Motion pictures have been used for purposes of individual 
and group psychotherapy. Films such as those prepared by the 
Navy Department and by Dr. Jules Masserman have been used in 
some mental hospitals to give insight to neuropsychiatric patients 
into psychological mechanisms of adjustment. Auroratone films 
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have been used to make patients with psychotic depressions more 
accessible to individual and group psychotherapy. Films of graded 
intensity of sensory stimulation have been used to ‘‘desensitize”’ 
‘‘combat-fatigue” casualties. ‘‘Therapeutic motion pictures”’ 
have been proposed as a technique for developing psychotherapy 
of groups in accord with ‘‘psychodramatie principles.’’ 

2. Motion pictures have been used for many years to entertain 
and resocialize neuropsychiatric patients. Such films, it is gener- 
ally agreed, should be carefully selected and evaluated by psychi- 
atric and psychological criteria before exposing mental patients to 
them. 

3. Educational, vocational guidance, and propaganda films, of 
which there are large numbers available, are widely used with men- 
tal patients. These films also should be carefully evaluated before 
showing. 


Crile General Hospital 
Cleveland, Ohio 
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THE ART OF STATE HOSPITAL NURSING 


BY HILDA R, BRENNAN, R. N. 


The psychiatric nurse follows the same rules that pertain to the 
general nurse. However, she has a more difficult duty, since her 
patients may lack insight and control. She combines the general 
duties of the nurse with the role of instructor, confidant, and aide 
to the therapist. She has come a long way from the era when she 
was chiefly a custodian. The need for application of brains rather 
than brawn is recognized; firmness, not bullying, may be required. 

The psychiatric nurse has learned not to judge an individual 
during a psychotie episode, since his personality and behavior 
when normal are entirely different; she learns that friendliness, 
patience, truthfulness, an even temper, and a sense of humor are 
essential. She learns to employ tact, the ability to feel her way, 
as well as suggestion, as powerful means of control. It is well- 
known that everyone is more or less suggestible; for example, 
when one person stops on the street to stare upward, a crowd will 
collect to do the same. In the same way that suggestion may be 
responsible for some faulty habits, it may be used therapeutically. 
The carefully selected words and the attitude of the nurse may do 
much to strengthen the patient’s thinking and control his behavior. 
Negative suggestion, which may raise doubts, should be avoided, 
such as asking, ‘‘Can you do this?’’ The positive suggestion may 
work much better: ‘‘I’m sure you can do this, you seem so 
capable.’’ The psychiatric nurse knows that reasoning may gain 
an end and that explanation is the patient’s right. She knows bet- 
ter than to argue or to pay attention to the psychotic’s insult. She 
applies constant stimulation to the great group of absorbed and re- 
tarded individuals that fill our state hospitals, knowing this may be 
more beneficial than any medicine. 

The employees of state institutions are advised against familiar- 
ity, ridicule and careless discussion of cases and problems. Full 
uniform, kept in neat condition, is a requirement. Long finger 
nails are discouraged, because of the danger in handling patients. 
Earrings or other articles of jewelry, such as chains, fancy pins, 
ete., should not be worn for they often tempt the patient to grab 
at them. Undue noise, such as jingling keys, slamming doors, loud 
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talking and banging of utensils or furniture should be avoided. 
The nurse is in a position to help overcome prejudice against 
mental hospitals and to help advise families about seeking early 
‘are for mental symptoms. 

Something about the procedure necessary for entrance to a state 
hospital should be known. The term ‘‘insanity’’ is a purely legal 
one. We do not use it in our everyday reference to mental cases, 
for some of the stigmata people connect with the word may be 
painful. According to law, a question of ‘‘insanity’’ may be raised, 
‘*should there occur irrational acts or statements, attempts at sui- 
cide and attempts or threats to injure others. It is important to 
describe any change that has occurred in the behavior and charac- 
ter of the patient.’’ So read our New York State certification 
papers. Since a person cannot be deprived of his liberty without 
proper legal procedure, certification is arranged. 

* * * 

Certification regulations vary in different states. In New York 
State, court certification and the one-physician paper require that 
a petition be made. The petitioner may be an available relative, a 
friend, a committee, an officer of a charitable institution or home, 
a public welfare officer of the town, or a commissioner of public 
welfare of the city or county in which the patient may be, or the 
commissioner of mental hygiene or his representative. The vari- 
ous types of admission papers are as follows: 

1. Court certification papers—or the white sheets—are made 
out by two qualified physicians, known as certified examiners, who 
examine the patient. They contain the signature of the petitioner, 
and are signed by a judge. This paper may be used in an emerg- 
ency if it is necessary to hospitalize the patient quickly. This is 
done by having the two certified examiners make two copies of the 
white papers. One is sent with the patient to the hospital and the 
second copy to the judge, who must sign it and send it to the hos- 
pital within 10 days. A certified examiner must be a physician 
registered as such under the Mental Hygiene Law. 

2. The one-physician certificate—a pink sheet— is a semi-vol- 
untary application. A petition is required, one certified examiner 
makes out the certificate, and it is used when the patient is in- 
capable of making voluntary application but has some knowledge 
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of his condition and does not object to hospital treatment. <A per- 
son thus received shall not be detained more than 60 days after he, 
or any person in his behalf, shall make a written request for his 
release. If it is deemed necessary, court certification can then be 
carried out. 

3. Voluntary application—or the white sheet—is executed by 
the patient when he arrives at the hospital. He promises to obey 
all rules and regulations and agrees to stay at least 60 days before 
asking for release. After this period, he must give 15 days notice 
to the director before leaving. The voluntary patient must be in- 
terviewed by a physician from the hospital to ascertain that he 
has insight into his condition and is properly suited for such ap- 
plication. 

4. The health officer’s emergency certificate—gray sheet—is 
made out by the health officer so that patients who are actively 
suicidal, homicidal or dangerous to public safety can be quickly 
hospitalized, when it is impossible to institute proceedings. This 
paper can hold the patient in the hospital for 60 days. During this 
period, if further hospitalization is necessary, court certification 
may be made. 

3. Patients may be admitted by a written order of the court, as 
specified under the Code of Criminal Procedure. The person may 
or may not be under indictment. He is sent to a mental hospital 
for mental examination—if found sane he is returned to the court, 
if ‘‘insane’’ and in need of care, he may be kept at the hospital 
under this order, and no further proceedings are necessary. 

* . * 

When a patient is admitted to the mental hospital his case is 
diagnosed and the staff physician then examining him decides 
whether confinement is required. He prescribes appropriate treat- 
ment. If the patient cannot be restored to health, the physician 
must maintain measures to make life in the hospital as comfortable 
and normal as possible. The period of confinement depends on the 
patient’s mental condition; when the physicians believe he is ready 
to resume community life, he is discharged or sent home on conva- 
lescent status. Convalescent status means that the patient is 
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placed in the care of his family or some responsible person for a 
definite period and then if his condition is favorable, he is dis- 
charged. 

The patient’s admission to the mental hospital is a crucial period 
—if in contact with his environment, he is apprehensive and fear- 
ful of what lies before him. The nurse’s attitude and greeting can 
do much to calm and reassure him. The nurse remembers to intro- 
duce him to other nurses and to patients, explain what is being 
done and what is expected of him. She tries, with a friendly man- 
ner, to wear down antagonism, if it is present. She explains, to 
persistent questioning about the confinement and its cause, that 
he will have ample time to discuss this with his doctor at various 
examinations and interviews which will be conducted. We 
nurses, at all times, avoid lying and ‘‘talking down’’ to the 
patient. But combined with a pleasant greeting is an alert watch- 
fulness, for we know nothing of the patient’s character, or of 
whether he might have concealed weapons, drugs, or poisons on 
his person. Immediately after coming to the reception service, the 
patient is completely bathed, shampooed and thoroughly examined. 
A complete list—with descriptions—of scars, bruises, abrasions, 
deformities and other means of identification is made. One must 
check carefully for vermin or nits, for it would never do to over- 
look a case that could rapidly infest the entire ward. The new pa- 
tient, dressed in an outfit of state bed-clothing, is put to bed. Here 
he will stay for a short observation period. There is always a 
nurse in attendance in this dormitory, for a constant watch must 
be kept until something of the patient’s mental and physical condi- 
tion is determined. If feeble, desperately suicidal, or homicidal or 
physically ill, he will remain in this unit under the strictest obser- 
vation. 

After the patient’s own clothing is examined, marked and listed 
in detail he may use it again. All types of property such as jew- 
elry, money, sharp instruments, business or legal papers, are listed 
in a property book and are sent to the business officer’s office for 
safekeeping. There, such things will remain until the patient goes 
home or until they are given to a responsible member of the fam- 
ily. Some articles, with the approval of the attending physician, 
may be given to the convalescing patient while still in the hospital. 
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This often happens in regard to wedding rings. The nurse does 
not evaluate jewelry, that is, the description is not ‘‘gold,’’ ‘‘sil- 
ver,’’ ‘‘diamonds,”’ ete., but rather ‘‘ring, ‘Y. M., W. M.,’ three 
white stones’’—for we know the sentimental value of an article 
may make it priceless to its owner and the same careful attention 
must be given to everything. 

During his first few days, the patient has a complete mental, 
physical, urine, fecal, blood, chest, and dental examination. Fur- 
ther laboratory work or other examinations may be done if indi- 
cated. 

These early days are difficult ones for the patient. We nurses 
must continually remember the new adjustment he is making. 
While we do not want to ‘‘institutionalize’’ him, there are many 
hospital rules to which he must conform, such as those for regular 
eating and sleeping habits, good hygiene, occupational and recrea- 
tional therapy. Those too ill to recognize the need for good habits 
and those who have found faulty habits easy escapes from diff- 
culties need patient, firm guidance. 

On the admission service we try to ‘‘individualize’’ our patients, 
for they need interest in them personally to prevent regression and 
deterioration and must begin as early as possible the development 
of good habit patterns. The employees are trained to take notes 
on the actions and the thought-production of each new patient, for 
it is they who are with the patient 24 hours a day and often can 
see and hear things that are of value to the psychiatrist. The 
nurses’ charting—and every admission has a chart for at least 
seven days—consists chiefly of these ‘‘mental’’ notes, although we 
do not neglect possible physical symptoms, and these, too, are de- 
scribed in detail. We must not fall into the habit of thinking that 
every complaint stems from the mind. Should a patient have a 
convulsion, we cannot merely state this. We must describe the 
onset or aura—where, if possible, the tremors begin and spread, 
the length of time, the reaction. 

While nurses talk and ask general questions, we do not pry into 
intimate details of the patient’s life or ideas. We always state a 
setting for remarks. For an isolated utterance, ‘‘ Yes, Mary, I will 
do it,’? the nurse describes what else occurred—that the patient 
stared at the ceiling, nodded, that no one was talking with him at 








THE ART OF STATE HOSPITAL NURSING 


the time. Then we question him as to whom he spoke or as to 
whether he heard some one speaking. One never concludes—al- 
though it is probable—that he is hallucinated, hearing voices 


where there are no actual ones. One merely notes the facts ob- 


served; the doctor diagnoses the symptoms. On occasions when the 
patient is producing a stream of flighty, rhyming words, we rap- 
idly write portions of this at various times, for this overflow might 
contain much valuable material to aid the psychiatrist in finding 
out what is going on in the troubled mind. Psychiatric nurses de- 
velop the ability to be good listeners. They note the patient’s re- 
lationship to others, his habits and conduct, in fact everything 
that will make a word-picture of him every hour of the day and 
night. 

The care of the mentally ill varies throughout the hospital. 
There are hospital wards for the infirm and physically ill; surgi- 
cal and medical wards; wards varying from those for the dete- 
riorated to those whose doors are open all day for the convalescent. 
The care depends on the patient and his symptoms. The em- 
ployees may have to start with the basic principles of habit train- 
ing, for this training, even though it may not effect a recovery, 
will tend to create better-behaved patients. 

A problem with the profoundly ill may be incontinence. The em- 
ployee must take the patient to the lavatory or, if bedridden, offer 
the commode or bed pan at regular two-hour intervals. Even the 
most deteriorated, by persistent effort on the part of the employee, 
may be trained to use these rather than soil themselves and add to 
the untidiness of a ward. If incontinence is persistent, or unavoid- 
able, as it may be with the sick or feeble patient, regular changing 
of sheets, a thorough washing with soap and water, the changing 
of position and alcohol rubs will help to prevent bedsores. Con- 
stipation is a common difficulty with all types of mental patients 
whether the result of organic condition, improper diet, lack of ex- 
ercise or negativism. The continued use of of cathartics or enemas 
may be avoided by a laxative diet, more exercise, the forcing of 
fluids and, again, by the establishing of regular habits. Those who 
may be unaware of the need for expelling excreta because of di- 
minished sensations, and those negativistic persons who cannot 
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cooperate, must be watched that they do not retain urine and stools 
beyond the normal period. 

Feeding problems are numerous. It may be necessary to train 
the patient to use utensils and eat more slowly. The temperature 
of the food must be determined before serving, for some with di- 
minished sensory responses or self-absorption could be burned by 
hot food or might eat cold food without knowing it. For some, food 
must be prepared so that a minimum of chewing is required—the 
aged who may have no teeth, or the epileptic or paretic who has a 
tendency to cram food voraciously into his mouth with little regard 
for chewing, or the manie who has not ‘‘the time.’’ These must 
have chopped or mashed foods. Fish bones, orange peel, pits and 
egg shells are removed from food before serving. A minimum of 
utensils is used and if the patient is destructive, unbreakable dishes 
are provided. All table knives, forks and spoons are counted after 
use to prevent their being taken from the cafeterias and used for 
assault, self-mutilation or destruction. Employees must see that 
all patients receive the necessary amount of food, that the re- 
tarded patients are not taken advantage of by over-eaters, that a 
mixed diet is taken for the prevention of vitamin deficiencies and 
that food waste is cut to a minimum. [Employees see that small 
amounts are served at a time; there is always more food available 
if the patient needs it. If the patient takes food poorly, it is 
better to give small amounts at frequent intervals, rather than 
to overwhelm him with a large serving three times daily. [f the 
patient does not eat, we try to find out why. The reason may have 
a delusional basis. He may think the food is poisoned or that he 
has no stomach or intestines. He may believe that he is unworthy 
of food, or that he has no money to pay for it—as one sometimes 
hears an involutional patient say. Or the patient may want to die 
and hope to be permitted to do so. We try to persuade, to explain 
away, such ideas, and we may even have to taste the food to con- 
vince him it is safe to eat. The manic patient is too busy and ac- 
tive to ‘‘take time,’’ and, since he might easily ‘‘run himself down’’ 
physically, close watch is kept on his intake. His distractibility 
may be used to our advantage; by tactful diversion and keeping 
the patient’s attention on something else, we may feed him suffi- 
cient amounts. If all measures fail and the patient cannot be 
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spoon-fed, one must—to maintain life—resort to gavage or in- 
fusion. Weights are checked once a month, or more often if neces- 
sary, to see that sufficient nourishment is being taken. 

Insomnia may become a problem. Worry, apprehension and ex- 
citement may prevent sleep. Too often today medical sedation is 
being relied on. Other measures should be tried. One often has 
good results with hydrotherapy; particularly with the continuous 
tubs or tepid wet sheet pack. The continuous tub treatment con- 
sists of suspending a canvas hammock in a tub of water kept at 
body temperature by a continuous inflow and outflow. An employee 
is in constant attendance to keep the water at the proper tempera- 
ture and to prevent accidents. The patient may spend many hours 
in this comfortable arrangement. The tepid wet pack consists of 
wrapping wet sheets around the patient and keeping him in a bed 
in a quiet, darkened room for two hours, watched closely by an em- 
ployee. The patient should be assured of the real benefits of these 
treatments and should never consider them punishment. Insomnia 
may also be controlled by having sleeping quarters properly ven- 
tilated, lights dim, covers of proper weight, a minimum of noise 
and stimulation—possibly a glass of warm milk at bedtime. The 
patient may also require some one to talk to and to reassure him. 

Dehydration readily occurs if the personnel do not see that an 
adequate fluid intake is maintained. Some patients never ask for 
or take a drink of water unless it is given to them—even though 
they may be sitting near a drinking fountain. 

The hazards of accidents are always present with the mentally 
ill; therefore, constant vigilance and caution are necessary. Re- 
member that sometimes when the patient is becoming ill or conva- 
lescing, the tendency to harm himself is strongest. We consider 
dangerous such everyday necessities as matches, knives, scissors, 
disinfectants, medicines, ink, glass and often pins, needles, spoons, 
belts, neckties in the hands of some patients. These and like ob- 
jects, if on the ward at all, must be kept locked up and checked at 
regular intervals. Visitors must be cautioned about giving any 
article directly to the patient, all things first must be checked for 
suitability. Every depressed patient is a potential suicide, whether 
he expresses suicidal ideas or not. Suicide precautions must be 
maintained every minute of the 24 hours with no relaxation of 
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vigilance. It may be necessary to keep in bed a profoundly de- 
pressed patient or one attempting to destroy himself, so that bet- 
ter watch may be maintained. While out on walking parties, the 
nurses see that no objects such as broken glass or nails are picked 
up and secreted for future use; they see that no patient has a 
chance to run away or to stand in front of a moving vehicle— 
though all vehicles on the hospital grounds must be driven slowly 
and under complete control. To prevent escapes, nurses make 
frequent unobtrusive counts and do not allow patients to spread 
out or straggle behind. 

Should there be an escape, it is reported immediately to the 
charge of the ward, who, in turn, reports it to the doctor and su- 
pervisor. An organized search is begun promptly, of which a com- 
plete report is made later. 

The mental hospital nurse must remove all accident hazards by 
using, Whenever possible, unbreakable material. She cannot, as in 
a general hospital, leave treatment trays about and must always 
be sure that patients swallow their medicine and do not store it 
and so accumulate large doses. 

Added to the care of the patient himse!f, the hospital has the 
heavy responsibility of safeguarding his possessions. <A rigid sys- 
tem must be followed, that we may account for every article. The 
patient may not have any sense of responsibility or judgment, he 
may destroy or give away everything. Therefore, one must make 
a list of every article brought to the hospital. This listing is kept 
in a clothing book, and all articles of clothing are marked with in- 
delible ink, with the patient’s name if possible. Nurses do not 
mark clothing until satisfied that it fits the patient. Each article 
returned home must be signed for by the person taking it out and 
must be checked off the book. Eye glasses and false teeth are kept 
on the ward. If the doctor approves, the patient may use them. 
Otherwise, they are kept in a safe place until such time as the 
patient can use them. If an article is to be discarded, it must go 
through the process of condemnation, in which, every second Mon- 
day these things are checked over by a supervisor and what can- 
not be repaired is discarded. When noting this in the clothing 
book, a note as to how the article is destroyed should be included 
if possible. When the patient is transferred, a complete account 
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of his possessions accompanies him. If the patient cannot mend 
his own clothing or if the work is more extensive than someone on 
the ward can manage, it is sent to the mending room. The shoe 
repair shop takes care of shoe problems. The amount of material 
a state hospital laundry handles is hardly believable. Some of the 
better patients may do their own laundry and keep their own cloth- 
ing neat and in good repair, but the great majority must have this 
done for them. 

Whenever possible, the patient’s clothing is obtained from the 
family, which is asked for simple, easily-laundered garments and 
for those adapted in style to the type of patient. It must be seen 
to it that clothing is of proper weight for each season and meets the 
needs of the individual. To avoid unnecessary struggling, some 
require clothing that may be put on easily. Those convalescing or 
able to care for their own clothing may have more durable articles. 
The hospital must provide clothing for many. A sewing and tailor 
department makes much of this. 

We do not like to keep too much material for the patient; and, 
if possible, things not in use are sent home. The appearance of 
the bureau drawers and the linen room is stressed, and the pa- 
tients are encouraged to help keep them neat and in good order. 
All of these prosaic problems seem out of keeping with the term 
‘*psychiatry,’’ yet all are necessary spokes of the huge wheel we 
must turn to make as normal lives as possible for those who can- 
not make them for themselves. 

The recreational program is a valuable stimulant, the type de- 
pending on the ability of the patient. Those physically unable to 
do more must participate in inactive amusements, such as the 
movies which are shown twice each Wednesday. Others get keen 
enjoyment from the weekly dances. Parties are arranged for 
most holidays. The patient-program at Middletown last St. Pat- 
rick’s Day was very clever. The May Pole dance done by a group 
of patients last year was another example of the interest many 
take in active recreation. During the winter months, one evening 
a week is set aside here in this hospital’s chapel for cards and 
games, and prizes are awarded to the winners. Simple games, such 
as checkers and bingo, amuse some, while bridge is played by 
others. Group singing and other means of encouraging group 
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spirit are carried out. In the summer, each Saturday afternoon is 
picnic time. Bus loads of patients are taken in turn about five 
miles from this hospital to a pienie grove with a small pool. Differ- 
ent groups take turns going, so all possible patients have a chance. 
to go. More recently, we at Middletown have been toasting hot dogs 
in a grove near the farm. Occasionally there is something extra 
for amusement, a play, or a circus, to which some may be sent; and 
there is, of course, the Orange County Fair. Recreational ther- 
apists take groups for indoor and outdoor exercises. Whenever 
possible, the employees of each ward take their patients walking 
or sometimes in fine weather spend periods on the lawns. An ex- 
tensive honor system permits some of them to be outdoors a great 
deal. That is, if the ward physician believes a patient is capable of 
handling the responsibility of going about the grounds alone or 
with another patient; and, if the patient has some constructive oe- 
cupation, he may earn an honor ecard. Some even go into town 
weekly, if a special pass is given. Is it any wonder that sometimes 
patients regret leaving the hospital? 

As it is normal for man to be occupied, it is felt that we should 
give something to do to our patients, depending on their capabili- 
ties. When possible, the type of work may be changed to some- 
thing involving a little more responsibility, for stereotyped work 
may defeat its own end. Work may be only the simple fluffing of 
cotton batting. The patient merely sits and picks it apart. Yet it 
may even take a great deal of effort on the part of the employee to 
train a patient to do this. A woman who has fallen into the habit 
of tearing her clothing may, by having cotton constantly placed in 
her hands instead of the clothing she tears, be taught to manipu- 
late the cotton. Though a patient could be trained no further, one 
has accomplished something by cutting down the destructiveness. 
The occupational therapy classes do a tremendous job, but there 
are still patients on the wards to be kept busy. The employee, re- 
gardless of how hard she may be working, is not doing a good job 
if idle patients sit about watching her; idleness is a great mischief- 
maker. Something can always be found for them to do—sharing 
the housekeeping jobs, making surgical supplies, mending, ete. 
Even though the job done by the patient may not be satisfactory 
and may have to be done over, it is something that the patient has 
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tried. With guidance, one may improve. We do not expect per- 
fection from all, nor should we criticize for failure. Some praise 
or encouragement may stimulate patients further. Neither do we 
expect the patients to do all the work while employees look on. 
Patients need active cooperation and direction throughout their 
work. The already mentioned sewing room, mending room, laun- 
dry, farm, tailor shop, mattress shop, all help to keep patients oc- 
eupied. Many, such as those suffering from dementia precox, re- 
sent this intrusion of everyday life into their realms of rosy 
dreams and so may be unpleasant, even assaultive. But the nurse 
or employee must persist in her efforts and continue to distract 
them, because, if permitted, they will slip further and further 
away from reality. 

Another means of combating idleness is to provide reading ma- 
terial. The Middletown hospital’s library is excellent and spares 
no effort to provide books and magazines. We must encourage pa- 
tients to renew old reading interests or perhaps create new ones 
for current events or the study of old favorites. To do this, the 
nurse must have some knowledge of books herself, in order to se- 
lect suitable material. I once saw a very unfriendly, unapproach- 
able woman, whose response to anyone was a shouted insult, 
won over by a young nurse’s efforts. This student nurse obtained 
books, and, though the patient at first refused to look at them or 
listen to her, she was noticed glancing at them gradually and then 
finally reading them. She regained the avid interest she had had 
in reading, shouted far less and was even, begrudgingly, more 
friendly. Although not a patient recovered and ready to go home, 
she was a far better patient to care for and probably a more con- 
tented one. 

Everything is done to keep interest in personal appearance ac- 
tive; barbers and a beauty parlor are provided with this in mind. 
The feminine proclivities are kept alive with permanents, mani- 
cures and make-up. We often have to stress such simple things as 
the use of handkerchiefs or tissues to maintain tidiness. 

It is difficult to describe the varying treatments of the different 
psychoses, since diagnoses are not always clear-cut; and, regard- 
less of diagnoses, patients have individual differences. We may 
discuss briefly some of the more common types. Dementia praecox 
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requires early recognition and prompt treatment; continued stimu- 
lation is urgent; and every effort must be made to establish an in- 
terest in everyday life. Good habit-training is essential, as is the 
necessity to arouse the instinct to play, to mingle with people on a 
friendly basis and to be more occupied with action than with 
thought. To prevent deterioration, is the constant thought in our 
minds. Hypoglycemic therapy or insulin ‘‘shock’’ has been used 
for a number of years with varying results; i. e., plain insulin in 
large enough dosage to put the patient in ‘‘shock”’ is given daily 
for approximately 30 to 40 treatment days. It is believed that the 
‘“‘shock,’’ in conjunction with individual attention in many eases, 
results in an improvement. With the catatonic type of dementia 
precox, one at times sees the stuporous patient. We may not be 
able to do more than maintain life by forced feeding and keep the 
patients clean, for, as they sometimes lie mute and rigid, it may be 
impossible to get them to move voluntarily. Good mouth care 
must be followed, for these patients have a tendency to collect and 
hold saliva in their mouths or to drool. Their positions must be 
changed frequently, for unless this is done cyanosis or edema may 
occur. In her handling of these cases, the nurse always remembers 
the occasional excited periods such patients have, during which 
they may show extreme violence. The simple type of dementia 
preeox and the hebephrenic type require chiefly general care; 
while the paranoid patient who shows less tendency to regress, 
may be capable of a little more responsibility in the type of work 
to which he is assigned. But in handling him, involved discussions 
and references to his delusional trend must be avoided. He also 
must be watched closely for assaultiveness, for he may try to right 
some fancied wrong or react to hallucinations. 

In the cases of acute excitement found, for example, in manic 
patients, stimulation is avoided. One tries to quiet them as much 
as possible with continuous baths and packs. Restraints are used 
only as a last resort—when it is absolutely necessary—to prevent 
harm to the patients themselves or others. It is better to direct 
their energy than to check it, assigning some occupation that may 
be dull, monotonous and tiring. We try to prevent exhaustion and 
avoid infections, for a slight seratch obtained during excitement 
may easily have serious results. So each injury, regardless of 
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how small it may seem, must be cared for promptly. We give a 
high caloric diet and force fluids. Two manic symptoms may be 
used to the nurse’s advantage, suggestibility and flight of ideas. 
Since ideas do change so rapidly, patients may often be diverted. 
For example, quick thinking and tactful diversion on the part of 
an employee may even avert assault. If the highly excited pa- 
tient is directing this impulsive excitement toward the nurse, 
the nurse’s quick reference to something else may change thie en- 
tire theme. A low, calm voice, an avoidance of argument and long 
conversations are helpful. These patients must be watched con- 
tinually and kept from harming other patients. 

The depressed type require constant supervision. Suicide must 
be prevented. Feeding these patients sufficient food is usually dif- 
ficult, often impossible, and gavaging may have to be resorted to. 
Efforts must be made to rouse their instincts and keep them occu- 
pied in bright surroundings. Their tasks should be ones that can 
be quickly completed, so they will not react to the typical feeling of 
being discouraged or overwhelmed by long, detailed jobs. Avoid 
hurrying them, for, because of their slowing up, thinking or p!lan- 
ning is difficult and we cannot expect too much in that respect. They 
should be talked to with an animated manner and even though they 
might appear stuporous, try to include them in groups. We can- 
not forget that while these patients are in their deep stupors they 
may be fully aware of what is going on and ean tell you abont in- 
cidents later that occurred during these attacks. 

We do not see neurotics too often in the state hospitals. These 
persons may be considered borderline cases who, while not entirely 
normal, cannot be classed with psychotics. Though their symp- 
toms arise from inner turmoil and maladjustment, if physical ail- 
ments are complained of, these are very real to them. The neu- 
rotics’ fears, indecision, and lack of self-confidence make it diffi- 
eult for them to adjust to working conditions, home life, ete. 
Though it seems, with their apparent intelligence and desire to 
improve, they could help themselves, it is often impossible to do so 
and some do have a real need for care. Psychotherapy, the treat- 
ment which tends to influence and regulate mental and emotional 
reactions, includes suggestion, explanation and stimulation. Avoid 
unnecessary discussions of the health of such patients. Be firm but 
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tactful. The physician directs the employees on the attitude to be 
taken—for example, we may find an hysterical patient suffering 
with a paralyzed arm; the physician knows there is no organic 
cause for this ailment but will not bluntly tell the patient so, try- 
ing first to find out the cause for this by extensive questioning re- 
garding his life and problems. He may then suggest massage, re- 
education, ete. When he does find the reason for this physical 
manifestation, he may be ready to discuss it with the patient. It 
is the employee’s duty to be familiar with this program and with 
the doctor’s objective—and to see that discussion is avoided which 
might undo his work. Neurotics need regular occupation with as- 
surance and praise to keep them going. 

Among the psychoses due to organic causes, are a number of 
physical problems which require a great deal of varied nursing 
care as, for example, care of senile patients, many of whom are 
bedridden. Their soft, tissue-like skin requires careful handling 
and care. Bedsores develop readily. We try to avoid struggling 
and anything that will lead to active resistance. A common prob- 
lem is their inability to understand, for example, the locked doors. 
Many an old lady indignantly tells me that this is her house, and 
she can’t see why she can’t go and come as she pleases. She often 
tries to do so. We often go out of our way to use another door to 
avoid the patient who is waiting to go out of the one we wish to 
use. The bones of the aged break easily, and everything must be 
done to avoid accidents and overactivity. The very restless are 
kept in low beds, at times with side rails. A soft, easily digested 
diet is given so that constipation and impactions are prevented. 
We supervise their clothing to insure proper weight, for their lack 
of judgment is such that they may dress completely with hat, coat 
and mittens in mid-July while thinking nothing of wearing oniy a 
house dress in zero weather. One avoids arguments and if possi- 
ble allows them to think they are right. They are usually not 
‘apable of much occupation, but they may enjoy such things as 
radio entertainment and the like. 

Epileptics must be guarded to avoid violence and indiscretions in 
diet. Often, in confused states following convulsions, vicious as- 
saults are made. Because of their irritable, selfish manner these pa- 
tients may be in constant difficulties with others and require tactful 
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how small it may seem, must be cared for promptly. We give a 
high caloric diet and force fluids. Two manic symptoms may be 
used to the nurse’s advantage, suggestibility and flight of ideas. 
Since ideas do change so rapidly, patients may often be diverted. 
For example, quick thinking and tactful diversion on the part of 
an employee may even avert assault. If the highly excited pa- 
tient is directing this impulsive excitement toward the nurse, 
the nurse’s quick reference to something else may change thie en- 
tire theme. A low, calm voice, an avoidance of argument and long 
conversations are helpful. These patients must be watched con- 
tinually and kept from harming other patients. 

The depressed type require constant supervision. Suicide must 
be prevented. Feeding these patients sufficient food is usually dif- 
ficult, often impossible, and gavaging may have to be resorted to. 
Efforts must be made to rouse their instincts and keep them occu- 
pied in bright surroundings. Their tasks should be ones that can 
be quickly completed, so they will not react to the typical feeling of 
being discouraged or overwhelmed by long, detailed jobs. Avoid 
hurrying them, for, because of their slowing up, thinking or pl!an- 
ning is difficult and we cannot expect too much in that respect. They 
should be talked to with an animated manner and even though they 
might appear stuporous, try to include them in groups. We can- 
not forget that while these patients are in their deep stupors they 
may be fully aware of what is going on and ean tell you about in- 
cidents later that occurred during these attacks. 

We do not see neurotics too often in the state hospitals. These 
persons may be considered borderline cases who, while not entirely 
normal, cannot be classed with psychotics. Though their symp- 
toms arise from inner turmoil and maladjustment, if physical ail- 
ments are complained of, these are very real to them. The neu- 
roties’ fears, indecision, and lack of self-confidence make it diff- 
eult for them to adjust to working conditions, home life, ete. 
Though it seems, with their apparent intelligence and desire to 
improve, they could help themselves, it is often impossible to do so 
and some do have a real need for care. Psychotherapy, the treat- 
ment which tends to influence and regulate mental and emotional 
reactions, includes suggestion, explanation and stimulation. Avoid 
unnecessary discussions of the health of such patients. Be firm but 
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tactful. The physician directs the employees on the attitude to be 
taken—for example, we may find an hysterical patient suffering 
with a paralyzed arm; the physician knows there is no organic 
cause for this ailment but will not bluntly tell the patient so, try- 
ing first to find out the cause for this by extensive questioning re- 
garding his life and problems. He may then suggest massage, re- 
education, etc. When he does find the reason for this physical 
manifestation, he may be ready to discuss it with the patient. It 
is the employee’s duty to be familiar with this program and with 
the doctor’s objective—and to see that discussion is avoided which 
might undo his work. Neurotics need regular occupation with as- 
surance and praise to keep them going. 

Among the psychoses due to organic causes, are a number of 
physical problems which require a great deal of varied nursing 
sare as, for example, care of senile patients, many of whom are 
bedridden. Their soft, tissue-like skin requires careful handling 
and care. Bedsores develop readily. We try to avoid struggling 
and anything that will lead to active resistance. A common prob- 
lem is their inability to understand, for example, the locked doors. 
Many an old lady indignantly tells me that this is her house, and 
she can’t see why she can’t go and come as she pleases. She often 
tries to do so. We often go out of our way to use another door to 
avoid the patient who is waiting to go out of the one we wish to 
use. The bones of the aged break easily, and everything must be 
done to avoid accidents and overactivity. The very restless are 
kept in low beds, at times with side rails. A soft, easily digested 
diet is given so that constipation and impactions are prevented. 
We supervise their clothing to insure proper weight, for their lack 
of judgment is such that they may dress completely with hat, coat 
and mittens in mid-July while thinking nothing of wearing oniy a 
house dress in zero weather. One avoids arguments and if possi- 
ble allows them to think they are right. They are usually not 
capable of much occupation, but they may enjoy such things as 
radio entertainment and the like. 

Kpileptics must be guarded to avoid violence and indiscretions in 
diet. Often, in confused states following convulsions, vicious as- 
saults are made. Because of their irritable, selfish manner these pa- 
tients may be in constant difficulties with others and require tactful 
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handling. Their diet is simple and easily digested, and over-eating 
is avoided. Attacks seem to occur frequently at night, so the supper 
meal is the lightest. Other measures used to avoid convulsions 
are: the elimination of excitement, fatigue and constipation. Epi- 
leptics must not wear tight or restricting clothing. Simple work is 
given, since they often lack the normal person’s physical or men- 
tal capacity. They should never work in the kitchens around stoves, 
nor with machinery, scissors, knives or other sharp instruments be- 
vause of the danger of sudden convulsive attacks; because epilep- 
tics have a tendency to be argumentative, employees must avoid 
irritating incidents, and approach to an epileptic must be tactful. 
These patients seem to get along best when a regular hour-by-hour 
routine is followed. When dilantin, the current medicinal therapy, 
is used, we must watch the patient for toxic symptoms, which in- 
clude dizziness, tremors, insomnia, headache and gastric symp- 
toms. 

There are other psychoses which might be discussed, but much 
of the care is symptomatic. We are convinced that many of the 
mentally ill are amenable to good care and so try to observe the 
high standards our hospital tries to maintain. 


Middletown State Homeopathic Hospital 
Middletown, N. Y. 
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ELECTRIC SHOCK THERAPY* 


BY EDWARD N. BINK, M. D. 


Electric shock therapy consists essentially in the use of elec- 
tricity in the production of a convulsion. This paper is a brief, 
non-technical discussion of its history, its administration, its risks, 
its results, and the theories of its mechanisms. It is not a paper 
for shock therapists. They will find nothing new in it, for it is a 
survey of material well known in the highly-specialized literature 
devoted to this method of treatment; the writer has contributed 
nothing new to it other than verification of much of its material by 
clinical observation. His purpose is to present the subject in un- 
derstandable fashion to an audience of physicians who are not psy- 
chiatrists, as well as to explain its general principles and pro- 
cedures to workers in the psychiatric field who know something 
about the treatment but have never come in personal contact 
with it. 

It was believed for many years that any method of producing 
‘“‘shock’’ in a patient suffering from mental disorder (even ducking 
the patient in cold water) should cure him. Someone wrote, 1790 
to 1792, that electric treatments helped many human ills and ap- 
plied this to cases of mental disorder by passing currents through 
the cranium; and electricity in the treatment of mental disorders 
‘an be traced as far back as the middle of the eighteenth century,t 
when it was claimed that all mental diseases had been successfully 
treated by electricity. For over a century, electrical treatment was 
extremely popular and widely used, so much so that Huff, in 1853, 
insisted that, ‘‘No nervous affection whatever should be regarded 
as incurable until electricity has in some form been tried.’’ Arndt 
in 1870, Allbutt in 1872, Erb in 1883, Hayness in 1884, and Bland- 
ford in 1886, all reported encouraging results from its use in the 
psychoses. But interest in electric treatment gradually waned, and 
by the beginning of this century the treatment was no longer popu- 
lar. It had never been used to the point of producing major con- 
vulsions. Effective electric shock therapy was devised in 1937. 
Bini and Cerletti introduced the method in Rome, Paris and Lon- 


*Read at a meeting of the Utica, N. Y., Academy of Medicine, January 17, 1946. 
tAndrop, Serge: PSYCHIAT. QUART., 15:4, 730, October, 1941. 
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don, and so it has gradually become widely used. The technique, 
as now used, has been found, after thorough trial, to be simple, 
practical, and harmless. 

Apparatus. Modern therapy involves the production of a con- 
vulsion by the application of a known potential-difference for a 
known period of time between the frontotemporal regions. The 
apparatus consists of two parts: (1) The system of electrodes by 
which the current is applied to the head and (2) the control ap- 
paratus by which the electric characteristics of the situation are 
controlled. Electrodes are of two types, mesh on flexible handles, 
made to fit tightly to various shaped skulls; and metal dises, which 
are made to fit tightly to the head by rubber bands. Some prefer 
the mesh, others the dise, type. The control apparatus involves 
two features: (a) A slow trial circuit for preliminary measure- 
ments of resistance in ohms when one milliampere of current is 
passed through the patient’s head; (b) a second circuit in the 
electrical control portion of the apparatus which serves for the 
production of the shock itself. Alternating current from electric 
light circuits is used, with a frequency of 60 cycles per second; al- 
ternating currents of other frequencies have produced the same 
results; and observations have shown that the effects remain es- 
sentially unchanged for frequencies between 30 and 170 cycles per 
second. Where only direct current is available, a converter must 
be used to produce alternating current for the machine. The cir- 
cuit of the electric control apparatus contains a volt-meter from 
which the operator can determine the voltage to be applied; a mil- 
liameter by which the current involved in the shock can be deter- 
mined; and, finally, an automatic clock interrupter, which breaks 
the circuit at a given time, thus allowing the current to pass 
through the head for a certain predetermined time interval. 

Dosage. The dose used is the smallest amount necessary to pro- 
duce a convulsion in a given subject. In general, potential differ- 
ences of 70 to 100 volts for 0.1 of a second are used. There is no 
standard dose for all patients, each one having his own individual 
convulsive dose. One patient may have a convulsion with a dose of 
0.1 second and 50 volts; another may require 0.2 second and 100 to 
120 volts, while another may require 0.3 to 0.4 second and 130 
volts. Usually all patients are started on doses of 0.1 second and 
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50, 60, or 70 volts, depending on the operator. Voltage is gradu- 
ally increased by five to 10 volts, until each patient’s individual 
convulsive dose is reached. That amount is then used as his dose. 
However, a patient develops a tolerance for electricity, and the 
dose then has to be increased until it will again produce the de- 
sired result. If physical illness or other factors necessitate cessa- 
tion of treatment for a time, the patient loses some or all of this 
tolerance, and the dose can be decreased when treatment is re- 
sumed in his case. In the writer’s experience, the lowest dose nec- 
essary to produce a grand mal convulsion was 0.1 second and 50 
volts; the highest used was 0.4 second and 130 volts. 

Technique and Procedure. The patient needs no special treat- 
ment procedure. It is best that he miss the meal preceding treat- 
ment—so that in case of possible vomiting, he will not aspirate re- 
gurgitated food. It is best that he receive no sedatives. If they 
are necessary, they should not be given within the 24 hours pre- 
ceding a treatment. He should have no barbiturates, but if neces- 
sary he can have hyoscine and paraldehyde. If the patient is ex- 
tremely disturbed, one can inject hyoscine, gr. 1/100 (H.), about 
three-quarters of an hour to one hour before the treatment and he 
then becomes quieter and more amenable. But with these seda- 
tives, one must use higher voltages; and one should inject metrazol 
intramuscularly before the treatment (2 ee. of 10 per cent aqueous 
solution). 

The patient is placed on a table in the supine position. This 
table should be of wood preferably; or, if of metal or partly of 
metal, it should be insulated with a rubber cover. It is best that 
the floor be of wood, or—if tile and conerete—that it should be cov- 
ered by rubber or linoleum, as a person touching the patient or 
electrode and standing on a concrete or tile floor, might ground 
the current and get a shock. (One of the writer’s nurses absent- 
mindedly touched a radiator, while she had one hand on an elec- 
trode while the current was passing.) All hairpins, or other metal 
on the patient should be removed, as well as dentures, gum, ete., 
from the mouth. A sandbag is placed under the dorsal curvature of 
the spine to hyperextend the spine and prevent compression frac- 
tures of the bodies of the vertebrae. The patient’s limbs and body 
are not usually held by mechanical means, although some operators 
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use binders over patients. Observers are placed along both sides 
of the table, to keep the patient from falling off during a convul- 
sion. Some operators have the patient’s arms held along his side, 
the shoulders held firmly and the legs held down, together, and 
straight, as many believe that this definitely prevents fractures and 
dislocations. During the treatment, a physician or nurse at the 
patient’s head holds the head and neck straight and holds the jaw 
up to prevent its being fractured or dislocated. Some operators do 
not believe in using the foregoing restraint and prefer leaving the 
limbs alone to assume whatever positions the convulsion dictates. 

To obtain optimal electric conduction, the frontotemporal re- 
gions of the patient are covered with a thin layer of electrode jelly 
—such as is used in electrocardiography and electroencephalogra- 
phy. The electrodes, if of the mesh type, are covered with gauze 
and moistened thoroughly with a 20 per cent saline solution (some 
operators use as high as 40 per cent). They are applied bilater- 
ally to the frontotemporal region, slightly above, and anterior to, 
the ears. Firm pressure is obtained by tightening a forceps ar- 
rangement. If disc electrodes are used, gauze and saline are not 
needed; and they are held tightly in place by a rubber band about 
the head, or by being held tightly by the nurse against the head. 
Resistance is then measured. It usually measures between 200 and 
600 ohms, but may be higher. If it is 1,000 ohms or more, one sus- 
pects poor contact, and this is corrected. A very low resistance 
suggests a short cireuit. The operator sets the automatic clock- 
interrupter for 0.1 or 0.15, et cetera, second, depending on the in- 
dividual’s dose; and sets the voltmeter for the desired voltage. 
The patient is asked to open his mouth, and then to close his teeth 
on a gag. This is made of a wooden tongue-blade covered with 
gauze, of rubber tubing covered with gauze, or of cotton wrapped 
with gauze. If the patient refuses to open his mouth for the gag, 
it can be inserted when he opens it in the convulsion. When the 
electrical characteristics have thus been set, the circuit is closed 
by a small switch. While the current is passing, a reading is taken 
from the milliameter. When the circuit closes, one of two responses 
occurs: (a) a generalized convulsion (grand mal) or (b) uncon- 
sciousness of shorter or longer duration, without the motor reac- 
tions of a generalized convulsion (petit mal). If a grand mal re- 
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action occurs, it usually follows a latency period of unconscious- 
ness of one to 30 seconds, occasionally more. If the electric shock 
is insufficient to produce a convulsion, the patient may simply 
awake from the unconscious state. The grand mal convulsion here 
corresponds to the usual generalized epileptic seizure—an initial 
tonic phase followed by clonic movements. Apnea develops, and 
may last as long as two minutes. In this case, artificial respira- 
tion must be instituted and the respiratory center stimulated by 
turning the head from side to side, or by pressing the thumb over 
the mastoid process (which produces a painful stimulus) ; or res- 
pirations may be started by blowing on, or slapping, the patient’s 
face. It may be necessary to inject lobelin, or metrazol. Most pa- 
tients begin to breathe at the end of the clonic phase. The pupils 
first dilate, later contract again. This phenomenon indicates nor- 
mal reaction in the respiratory center. If the pupils continue di- 
lated, the outlook is not so good, and artificial respiration is given. 
When the asphyxia in the brain is relieved, the pupil contracts 
again. One may often provoke a grand mal convulsion in a pa- 
tient who reacts with a petit mal by shaking him, pinching him, or 
slapping him. Patients seem to breathe sooner or more readily 
after a grand mal, than after a petit mal convulsion. If a petit mal 
reaction occurs, the treatment may be repeated in two to five min- 
utes with an increased voltage (by increasing the dose by five to 10 
volts) ; and some workers may repeat with even a third treatment, 
although most operators do not repeat more than once. 
Following a treatment, in which either a petit mal or a grand 
mal convulsion is obtained, the patient rapidly assumes a quiet at- 
titude. Occasionally for a few minutes following a grand mal con- 
vulsion some patients may show marked restlessness or agitation, 
at times excitement, all of which, however, usually pass off rap- 
idly, leaving the patient relaxed and apparently asleep. Later 
there is retrograde amnesia for the procedure. Many patients 
even have amnesia for a period preceding treatment, asking when 
they will have it, or why they have not had it. So there is no un- 
pleasant recollection of the procedures, and few patients appear 
to maintain unfavorable attitudes toward subsequent procedures. 
After a treatment, a patient is allowed to lie in bed for a half-hour 
to an hour or more, then is allowed to dress, and be up and about 
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his business, after a lunch. <A degree of confusion is expected to 
persist for one to three hours in most cases (in some none); but 
it is usually slight and requires no special treatment or supervi- 
sion. 

Course of Treatment. Treatments are given two or three times 
a week and are continued until the desired clinical status is ob- 
tained, or at least until 20 grand mal convulsions are experienced. 
The maximum results should be obtained with that number (some 
operators give even more). If a patient has recovered or im- 
proved, and later has had a relapse of his mental disorder, treat- 
ments may be resumed. Some patients have recovered after ex- 
periencing only one or two grand mal convulsions; others have 
been unimproved after 20 or more. 

Selection of Patients. A careful mental diagnosis should be 
made. The patient has a physical examination, which should in- 
clude an electrocardiogram and an X-ray plate of the lungs. Con- 
tra-indications to treatment are: menstruation, marked skeletal 
deformities; spinal deformities; pulmonary tuberculosis (latent 
or active); pulmonary disease; acute infections, especially 
colds; cardiac conditions (with decompensation); thyrotoxi- 
cosis; febrile conditions; positive neurological signs; severe 
types of hernia; prolapses (rectal or uterine); nephritis; se- 
vere arteriosclerosis; fractures; thrombophlebitis; histories of 
serious head injury (although some workers have treated, 
and taken a chance with, patients with histories of skull 
fractures); convulsions on one side of the body; and advanced 
age, yet workers are getting bolder and treating even senile 
patients (One operator treated a group of 25, all over 75— 
one 85—and all left the hospital as recovered or improved, with no 
fatalities). Some therapists—believing that the patient’s mental 
trouble is the worst of his ills—have treated patients with these 
conditions; and it is surprising how many, at one time considered 
poor risks, have tolerated the treatment well. Besides, since the 
use of curare (1 mg. per two pounds of body weight) intraven- 
ously, injected slowly over a period of 60 seconds, has been intro- 
duced in connection with the treatment to prevent—or diminish 
greatly—the severe muscular activity, poor risks have been treated 
(even one case of a senile patient with a pelvic fracture at the 
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Westchester Division of the New York Hospital, White Plains, 
N. Y.). 

Many types of mental cases are treated with shock therapy: 
those with dementia precox; manic-depressives (especially the de- 
pressed type); involutional psychotics; psychoneurotics (espe- 
cially those with depression) ; depressions in senile psychoses and 
cerebral arteriosclerosis; alcoholics (especially with hallucina- 
tions or depressions, or with schizophrenic material) ; and one op- 
erator treated a group of patients with general paresis with psy- 
chosis, stating that most of them were improved. 


RESULTS 
I can say generally that more patients recover or improve with 

shock treatment than without it—some say 50 per cent more, others 
25 per cent more; and that about 25 per cent more of the treated 
patients leave the hospital than do untreated patients. Some op- 
erators say more. Various operators give various percentages, so 
I cannot give arbitrary figures. Some say their best results are 
obtained with cases of involutional psychoses; others with manic- 
depressives (percentages as high as 80 to 90). The shorter the 
duration of the disease, the better the results, e. g., one worker 
reports his results with dementia precox cases as follows: 
1. Less than six months duration....... 67.4 per cent—recovered or much improved 

21.7 per cent—improved 

10.9 per cent—unimproved 
2. Six months to two years duration ....43 per cent—recovered or much improved 

24 per cent—improved 

32 per cent—unimproved 
3. Over two years duration............. 9.8 per cent—recovered or much improved 

40.2 per cent—improved 

50 per cent—unimproved 

Cerletti of Rome, reporting on over 100 patients with less than 

six months’ duration of disease, stated that 80 per cent recovered. 
He reports the best results with the manic-depressive psychosis. 
In the Utica State Hospital group of 142 cases of dementia precox, 
60 per cent were improved, a few recovered, and 40 per cent were 
paroled; and, in some of these cases, the duration of the disorder 
was as long as 10 years. Of untreated cases in New York hos- 
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pitals 15 to 30 per cent recovered or were improved. A consider- 
ble number of patients who do not leave the hospital, are improved 
and easier for us to deal with and handle: e. g., soilers become 
clean; patients in locked rooms may be let out; some are trans- 
ferred from disturbed wards to better wards, from closed wards 
to open wards; there is less destruction; and many become work- 
ers and assets to the hospital. Dr. C. O. Cheney reported 95 per 
cent recovered or much improved of a group of psychoneuroties 
with depression at the Westchester Division of the New York Hos- 
pital. Bennett of Omaha, reported 80 to 90 per cent of ‘‘social re- 
coveries’’ in affective disorders. One worker reported a group 


treated in which 50 per cent were recovered, much improved or 
improved, and paroled; 50 per cent of these paroles relapsed, leav- 
ing 25 per cent of the group treated on parole, or about the same 
percentage as of untreated cases—so he became discouraged and 
doubtful of shock treatment. 

Electric shock therapy improves a patient’s general physical 
condition with a gain in weight; and some skin conditions, espe- 


cially acne, clear or improve. 


Hazarps AND COMPLICATIONS 

Electric shock therapy is not without risks. Subconjunctival 
hemorrhages occasionally occur. Some workers say there may 
thus be hemorrhages in the brain also, and these are said to have 
been found in experiments with animals. But most therapists say 
that complications and accidents are usually negligible. Bigelow, 
Kalinowsky and Brikates, in a report in 1941, stated that thus far 
no fatalities had occurred anywhere. Since then occasional rare 
unexplainable deaths have occurred. Bennett states: ‘‘ Although 
large numbers of patients with organic cardiovascular hyperten- 
sive disease have been successfully treated, apparently with little 
increased danger, some have died from coronary disease shortly 
after treatment, and the convulsive therapy may have hastened 
these deaths.’’ Yet, a recent report of some workers shows a negli- 
gible degree of myocardial derangement electrocardiographically 
in electric shock therapy. Bennett further states, ‘‘Many oper- 
ators have maintained that both the percentage and severity of 
traumatic incidents were markedly low. But the facts are that 
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electric shock produces severe convulsive seizures, sufficient to 
fracture extremities and vertebrae, and to cause ligamentous and 
muscular ruptures with dislocations; and humeral and scapular 
fractures may occur. Many such fractures have been reported.”’ 
Fractures of the humerus, femur, scapula, and compression-frac- 
tures of the vertebrae have been reported; also some dislocations, 
most often dislocations of the mandible. These can usually be 
avoided and are low in number. At Utica State Hospital there 
have been none, save possibly some compression fractures of the 
vertebrae, as three patients complained of transient back-ache. 

While some temporary damage occurs to intellectual functions, 
most of the change seems to be reversible; and confusion and mem- 
ory defects clear in three to six weeks. As yet there is no conclu- 
sive evidence of permanent brain damage. 

Status epilepticus has been reported, but is rare. Some pneu- 
monia and lung abscess cases have been reported, presumably from 
aspiration of saliva or infectious material, resulting from coryza, 
et cetera, also flare-ups of latent pulmonary tuberculosis. 


MECHANISM OF AcTION oF ELEcTRIC SHOCK THERAPY 

Various Theories Suggested 

1. Meduna of Budapest instituted convulsive therapy on the 
theory that dementia precox and epilepsy are biological antagon- 
ists and cannot exist together. (But some dementia precox pa- 
tients have convulsions.) Again, according to Meduna, all shock 
therapies interfere with the oxidative processes of carbohydrate 
metabolism. He suggested that any means aimed to cure the 
schizophrenic state must interfere with some phase of the enzyme 
system of carbohydrate metabolism. 

2. There is powerful stimulation of the nervous system, espe- 
cially of the sympathetic system. 

3. Apnoea and anoxemia produce results, because oxygenation 
of blood, as it passes through the lungs, is prevented by cessation 
of respiratory movements. The blood going to the brain is thus 
depleted of its oxygen, resulting in cerebral anoxia; and the ac- 
tivity of the neurones is so stepped up by the stimulation that even 
if the oxygen content were normal, it could not meet the demands 
of the overactive nervous tissue. 
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4. Chemical changes in the blood going to the brain produce 
some effects which should be investigated further. 

5. The violent muscular activity and reactions, with chemical 
changes accompanying these activities, produce results in some 
way. 

6. The organic confusional state relieves the pathologic emo- 
tional state in some way. 

7. The physiologic changes produced by the shock therapies in 
cerebral metabolism are under investigation and may cast some 
light on the subject. 

8. All shock therapies include an element of depression of brain 
metabolism. 

9. Friedman says the active agency is a profound irritation of 
the central nervous system. 

10. Tillim and Squires hold that the mental improvement is 
probably the result of improved general physiological functioning, 
in those patients who have not yet reached irreversible stages in 
their mental illness. 

Other theories have been advanced. What convulsive shock 
therapy does to the human organism to produce favorable mental 
change is still debatable and offers a field for intensive investiga- 
tion. 


Utica State Hospital 
Utica, N. Y. 
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PSYCHIATRIC PSAGA 


BY JAMES A. BRUSSEL, M. D. 


At birth the infant makes its bid 

For Life, equipped with fiery ld— 

A boiling, seething cauldron hot 

That sneers at ‘‘no’’ and ‘‘nay’’ and ‘‘not.”’ 
The psychosexual march is on, 

Behold the plumes the tot must don 
In oral, anal, phallic dress; 

The infant ever on must press 

From breast to bowels with fuss and muss 
Along the road to Oedipus. 
Restrictions, checks, and grim tabus— 
A parent must the infant choose; 
Beloved mother, sweet and kind, 
While pushing father from the mind. 
In time sadistic patent rage— 
Reactions of the latent stage. 

The Ego now is made to flex 

Beneath the Super-ego’s checks. 

Yet teachers, friends and others sway 
The organism’s growth each day. 
Through narcissism years and then 
The homosexual era when 

The prepubescent glacial freeze 
Represses stimuli and these 

May vanish, or tomorrow show 

As sublimated, outer glow. 

But puberty at least appears 

And governs all the future years 
Upon the road of life complex 

That is confused because of sex! 

So Adler, Bleuler, Jung and Freud 
Have warned that wishes must be cloyed, 
Or else you’ll sink in conflict’s ruts, 
And end up as completely nuts! 








COMPARISON OF THE INITIAL PSYCHOTIC MANIFESTATIONS OF 
VETERANS AND CIVILIANS* 


BY BENJAMIN SIMON, M. D.t 


It is of considerable interest to find an awakening concern for 
the problem of the psychotic soldier: That is to say, in many in- 
stances today, the psychotic veteran. 

In the army, attention has been focused largely on so-called psy- 
choneuroties, and civilian workers have to deal frequently with the 
psychoneurotic who has become a veteran. This interest is largely 
based on the fact that these comprise by far the greatest number 
of neuropsychiatric disorders which become manifest in the mili- 
tary service, and it may be attributed, possibly, too, to the fact 
that they comprise the greatest number of soldiers who are ar- 
ticulate and become articulate veterans. As treatment problems, 
even from the viewpoint of management alone, I am not sure that 
the psychoneurotics are not, individually and collectively, the most 
difficult as well. 

In the army we have been inclined to feel that the psychotic sol- 
diers are not very important problems because, relatively, their 
numbers are few. Actually, however, if the implication of psy- 
chosis, as it is known in civilian life, is to be fulfilled, these sol- 
diers are likely to become the veterans of greatest concern in the 
future. That is, they are likely to require not only psychiatric 
care, in the sense of supervision and treatment by psychiatrists 
and social agencies; but many of them may require extended hos- 
pitalization and supervisory care, such as is provided in the com- 
munity by the average state hospital. 

One may assume that readers are familiar with the statistics for 
the incidence of psychoses among civilian populations; with the 
general prognoses for the individual types of psychoses; the re- 
currence rates; and the effects of specialized treatments, such as 
‘shock’? therapy. From these general statistical data, it appears 
we might get an estimate of what our problem in the care and 


*Read before the conference of New York State psychiatric social workers at the 
New York State Psychiatric Institute and Hospital, New York, N. Y., April 23, 1945. 


tClinical Director, Connecticut State Hospital, Middletown, Conn., formerly lieutenant- 
colonel, M. C., A. U. S., Mason General Hospital, West Brentwood, N. J. 
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treatment of psychoses after the war is likely to be by applying 
the rates to the incidence of psychoses in the army. This would 
be true, providing there is no material difference between the psy- 
chotic soldier and the psychotic civilian. Such differences and 
their implications are discussed here. The information given here 
is distinctly impressional, not statistical, and is subject to the fal- 
labilities of the point of view. Since these impressions are based 
on a very large number of cases, however, they may have some 
general validity. 

Paramount in the consideration of the psychotic soldier, is the 
inescapable fact that that soldier is a civilian; that during the rel- 
atively short period he has spent in the army he has been engaged 
largely in an attempt to adapt to, and assimilate, a culture for- 
eign, and often abhorrent, to him. At best, his adaptiveness is 
limited and is restricted by a horizon beyond which there is noth- 
ing but a return to his previous life as the ultimate goal. The hor- 
izon which must be crossed consists of the best adjustment to the 
military way of living and performing so that the crossing, in the 
form of the final defeat of the enemy, may be achieved most quickly 
and with the least disarrangement of the soldier’s life pattern. 
The horizon is a vast no-man’s-land containing little of the old life 
—an area of training camps, regimentation, semi-authoritarian 
rule, of movement and counter-movement, unlearning and learn- 
ing, battlefields, activity, rest, anxiety, with flashes from the old 
world coming in and fading out, fragments of old difficulties haunt- 
ing the individual. All of these are possibly seen as purgatories 
to be endured until this no-man’s-land is crossed and the new 
world beyond is attained—a new world which is the old world of 
memory, mellowed by separation and longing. 

We are accustomed, in civil life, to certain rather general pat- 
terns of reaction which characterize to a greater or lesser degree, 
the initial onset of all psychoses, regardless of diagnoses. The on- 
set of psychoses in civil life may be considered in two general de- 
scriptions: (1) acute, (2) insidious. By far the most common is the 
slow, insidious onset, whether it be in the young individual or the 
old; whether it be due to purely functional factors, or associated 
organic conditions. The most common type of acute onset is seen 
in the toxic types of psychoses—those associated with fever in the 
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form of delirium, those associated with drugs, and, occasionally, in 
the explosive onset of an acute catatonic schizophrenia. Most fre- 
quently, we see these psychoses arising in relation to critical life 
periods. The onset of simple schizophrenia or hebephreniec schizo- 
phrenia is noted characteristically in adolescence and around pu- 
berty. Psychoses tend to precipitate at the time of economic adap- 
tation (the beginning of the third decade) ; at the time of marriage 
and childbearing in the third decade; at the time of regression of 
domestic adaptivity in the fourth decade; at the involutional pe- 
riod in the fifth and sixth decades, and in the pre-senium and sen- 
ium following. 

At the onset of psychosis in civil life, one does not find, too often, 
the presence of actual reality factors as dominant features, al- 
though they may be there in some degree. Physical factors, such 
as head injuries and overwork, are relatively infrequent as actual 
precipitants. The conception of overwork is probably the most 
over-used in psychiatry, particularly in civil medical practice, 
as is treatment by rest when fatigue does not exist. It has been 
found that patients overworked far more as a type of reaction to 
their increasing anxieties than as a substratum for these anxieties 
themselves. The failure of this ‘‘overwork’’ to relieve the mount- 
ing anxiety has often been a basic reason for the necessity of a 
complete subjective psychosis as the only solution to the underly- 
ing conflict. One of the common occasions for the onset of a psy- 
chosis in civil life is at the so-called promotional period, when an 
individual who has been working himself toward an advancement, 
achieves that advancement and breaks, in the face of the achieve- 
ment of his goal. Unfortunately, there is no time at this point to 
review the dynamics of this functional psychosis—and it is prob- 
ably irrelevant to the present subject. 

As pointed out in the foregoing, psychoses in civil life tend to 
arise at various critical life-periods. It follows, therefore, that 
the age of incidence varies greatly and, of course, there are differ- 
ential factors in the two sexes. It has been pointed out also that 
acute onsets are relatively uncommon. Much more frequently, one 
sees changes, so-called pre-psychotie personality changes, becom- 
ing apparent and grossly manifest. We see few concrete situ- 
ations which, in themselves, would tend to justify the inception of a 
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psychosis. Most of the psychoses which one sees in civil life can, 
with allowance for individual variations, be classified into the or- 
dinary varieties of the manic-depressive, the schizophrenic, the in- 
volutional, ete. 

In the military service, psychoses do not seem, superficially, ma- 
terially different; but a closer study indicates many significant dif- 
ferences. First and foremost, the incidence of the psychoses is 
fixed in one particular period of life, largely in the third decade— 
that period where adaptation to economic and domestic problems 
presents critical stress for the civilian. This stress is present also 
in the soldier, but added to it is the feature of a distinct and ines- 
capable threat to the entire physical security of the individual, 
which is not present in the reality adaptation of the civilian. 

On the other side of the ledger, is the fact that the soldiers are 
pre-selected. They are young, they are physically healthy, they 
have had ruled out at least those with the grosser traits which 
might lead to maladjustments. They are, therefore, as a group, 
to be considered mentally more robust than any comparable civil- 
ian group. From this point, certain of the difficulties inherent in 
civilian adaptation continue. A number of potential psychotics 
will have escaped screening. This group is likely to include those 
whose psychoses will develop from the deepest roots of the per- 
sonality and which are most likely to arise de novo without regard 
to military, or any other type, of reality stress—the so-called endo- 
psychie disorders. So, we find schizophrenics and manic-de- 
pressives who spend one or two years in the military service with- 
out getting into any particular difficulties, making a good adapta- 
tion to military life, since it imposes no strain on a personality 
whose strains are deeply within its core. Then, when the core it- 
self becomes disrupted, the psychosis breaks forth and becomes 
manifest. 

Individuals in this group are often reported by their command- 
ing officers as beginning to show changes in their behavior, becom- 
ing solitary, irritable and ‘‘cranky,’’ withdrawing into themselves, 
and eventually developing ideas of reference which go on to com- 
plete projections. It might be stated here that projections in the 
army bear the same characteristics as those in civilian life and are 
founded on the same dynamic considerations, They feast upon 
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available phenomena in the particular culture in which they de- 
velop. Ideas of persecution revolve around ‘‘being accused of be- 
ing a Nazi spy,’’ ideas of grandeur around ‘‘being an agent of the 
government or of the chief of staff’’; there are the usual projec- 
tions of latent homosexual trends, and so on. Radio, radar, and 
whatever is at hand become the means of experiencing these pro- 
jections. The civilian does the same thing. 

To resume, then, we have one group of soldiers showing no ma- 
terial difference in the initial onset and manifestations of psycho- 
sis from comparable civilians. There is a second group which is 
much more peculiar to the army or, better stated, peculiar to a 
homogeneous group working in a common culture under common 
stresses. This is the group in which are seen the psychoses specifi- 
-ally related to the fact that the individual is in the military service 
and faces danger, either in his projection into the future or in his 
actual experience, danger in battle or in pre-battle periods of an- 
ticipation and preparation. The expression of these psychoses is 
usually explosive. There are not many premonitory signs and, if 
they are present, they are of short duration before the final explo- 
sion occurs. The forms of these psychoses tend to be rather amor- 
phous. There is likely to be excitement alternating with depres- 
sion; there are brief periods of hallucinosis with various types of 
fantasy and an expression of many paranoid beliefs. These tend 
to shift and change, and to be accompanied by a great emotional 
turmoil at all times. Through these, one sees periods of lucidity, 
periods of considerable mental clouding—with bewilderment and 
disorientation. These are reactions which we have come to know, 
in the military service, as acute schizophrenic reactions. In imme- 
diate superficial aspects, they resemble schizophrenia. The explo- 
siveness, the lack of premonitory changes, the absence of marked 
personality predisposition, the usual relation to a distinct stress 
and the prognosis tend to differentiate them from other reaction 
types. 

In relation to battle, there is one characteristic type of expres- 
sion, and that is a deep sense of guilt after the individual has re- 
covered from his first state of panic and confusion. After a period 
of intensive and bloody battle, soldiers, who frequently have ac- 
quitted themselves rather heroically, will snap. They will go into 
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an intense panic state, become completely disoriented, hallucinate 
freely and become rather violent. After a short while, usually a 
matter of days, this symptomatology subsides and is followed by 
a period of depression which is manifested almost universally by 
a deep sense of guilt and a feeling that the soldier has not done his 
part; he has let his fellow-soldiers down; if he had performed his 
duties satisfactorily and well, this outfit would not have suffered 
so much and men who died would not have died. Many such psy- 
chotics feel that it would have been better had they been killed. 
These men often want to go back to duty. Underneath this, can 
be seen a latent suicidal trend which is not, however, expressed in 
overt suicidal behavior beyond a desire to return to battle and try 
to atone for the sense of guilt. Under treatment with narcosynthe- 
sis or with shock therapy, these men make excellent recoveries. 

The nearest comparable things seen in civilian psychoses are the 
so-called turmoil reactions of Macfie Campbell—the schizo-affective 
or schizo-manic reactions. These differ from those of the soldier, 
however, in duration and in the completeness with which recovery 
occurs in the soldier. Many psychiatrists are not, by any means, 
sure that these reactions in the service are actually psychoses in 
the strictest sense of the word. Often, they resemble intense hys- 
terical reactions with pseudo-hallucinations. Continuous strain, 
lack of sleep, fatigue, and physical exhaustion are frequently and 
obviously bases for the development of these acute ‘‘ psychoses”’ in 
the Army. Battle, in which the soldier has reached the actual 
rather than the fantasy limits of his endurance, is a most common 
background for the break. 

As emphasized, an important difference between the civilian 
psychosis and the soldier’s psychosis is the fact that the latter 
arises in a healthy, young, pre-selected individual, that it develops 
in the face of unusual stresses to which adaptation has necessarily 
been rapid and forced. It is largely these factors that make for 
what is believed to be the difference in prognosis—not only a dif- 
ference as we see it in our experience, but a difference in the future 
as we may foresee it. 

Many civilian psychotics require long hospital stays. The num- 
ber suitable for such procedures as ‘‘shock’’ therapy is relatively 
small, because the effectiveness of such therapy is predicated on 
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the structure of the underlying personality, the presence of reality 
factors, the age of the individual, the duration of the illness, the 
acuteness of the onset, and the intensity of the reaction which he 
shows. All these factors, in their positive sense, are favorable for 
successful treatment. In the army all the favorable factors are 
present as common ones to the soldier group. Soldiers are young, 
healthy, largely of good personalities, onset has been acute; they 
have been exposed to unusual stresses and have reacted intensely 
in their psychotic behavior and in the expression of their moods. 
Most important, they have come under treatment early. 

Even those who fall into the first group of soldier psychoses; 
that is, those not so related to military stresses, have in their favor 
many of these factors. Those having acute reactions in battle tend 
to recover fairly rapidly under appropriate treatment; and, in 
those who do not recover while under military control, it is antici- 
pated that final return to civil life will accomplish a great deal. 

The constant feature differentiating the soldier from the civil- 
lan, as mentioned earlier, is the fact that the soldier is a civilian 
with his military status and all that it implies presenting one of 
the greatest stresses which he must face, and which he cannot es- 
cape. On the positive side, this fact, where it is a dominant fea- 
ture of the environmental stress (as it is in the army), provides 
an important means of treatment. It is rare, in civil life, that we 
are able to mold sufficiently the society in which a patient func- 
tions to make it possible for him to continue functioning with little 
effort at adaptation on his part. In the army, when it becomes 
necessary, we can actually remove the soldier from his environ- 
ment and put him in another. There are several environmental 
levels in the army itself and, if none of these provides a milieu in 
which the soldier can function, we can restore him to civil life. 
Since environmental stress is more important in the army than in 
civil life, one may expect more from its manipulation. Undoubt- 
edly, then, we may well expect that in many instances the discharge 
of a soldier from the military service, even when he is not recov- 
ered at the time of his discharge, may be the impetus toward a 
greater, if not complete, degree of recovery when he returns to 
civil life. 
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There is, however, a danger involved in this return of a soldier 
to civil life. His illness has achieved for him important secondary 
gains, and it will be a problem for all of us (the civilians of the fu- 
ture, as well as the civilians of the present) to prevent these sec- 
ondary gains—of being a veteran and having veteran’s benefits, 
from undermining and weakening the structure of the personality 
and prolonging unnecessarily the manifestations of illness which 
might continue if secondary gains are too attractive. 

In conclusion, it might be said that in contrast to the general 
prognosis for psychosis as seen in civilian life, most of the factors 
operative in the psychoses of soldiers tend to make for a better 
prognosis. Few factors which would lead to the probability of 
long-standing chronicity derive from the fact of military service. 
The expectation, then, for sustained recovery and adjustment ap- 
pears to be, on the whole, more favorable for the veteran. 

The future alone can finally answer this. 


Connecticut State Hospital 
Middletown, Conn. 




































RECREATION WORK AS A THERAPEUTIC ADJUNCT ON A NEURO- 
PSYCHIATRIC SERVICE IN AN ARMY GENERAL HOSPITAL 


™ BY MAJ. JOSEPH J. MICHAELS, M. C., AND MARY K. THORNTON, A. B.* 
its, The program designed for the treatment and care of soldiers 
ity who are psychiatric casualties is the responsibility of the medical 
ich officer whose prerogative it is to include any special individual or 
group. Ward attendants, nurses, doctors, occupational therapists, 
ral physiotherapists, reconditioning personnel, and Red Cross social 
ors and recreation workers have significant contributions to make to- 
ter ward the recovery of the patients. Ordinarily, therapy is inter- 
of preted to imply the prescription of a treatment for a specitic ill- 
ee, ness. It is the writers’ belief that any contact can have therapeutic 
ap- implications, and it is their intention to elaborate on the therapeu- 


tic values which may be derived from a recreation program. The 
present article is a brief description of the recreation services of 
the American Red Cross on the neuropsychiatric service of New- 
ton D. Baker General Hospital, with an endeavor to capture the 
spirit of its functions in operation. 

The atmosphere of the military hospital, which is determined by 
the commanding officer, is an important factor in the whole pro- 
gram. The methods of approach and the general aims must be 
coordinated, and consistent with the scientific treatment of the 
patients. It should be borne in mind always that the patient is 
regarded as an individual, a person as a whole, in contrast to the 
old tendency of medicine and surgery, which was to focus the main 
interest on the disease of an organ or an injury, per se. It is neces- 
sary that the functions of all the individuals concerned with the 
welfare of the patients be clearly defined and delimited—yet they 
should be harmoniously integrated and directed toward one goal, 
the improvement or recovery of the patient. Just as the working 
unit in the general military situation is always a group, so a sim- 
ilar basic conception of the group should dominate the general 
activities on the wards. The ultimate success of a recreation pro- 
gram depends upon harmonious relationships between the psychi- 
atrist and the recreation worker. If the recreation worker feels 





*Chief neuropsychiatrist and head recreation worker, American Red Cross, Neuropsy- 
chiatric Service, Newton D. Baker General Hospital, Martinsburg, W. Va. 
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that she is accepted professionally and knows her functions, much 
will be attained. 

In the past, recreation activities for psychotic patients on closed 
wards have been regarded primarily as diversion and entertain- 
ment. It has been the writers’ experience that such activities can 
serve significant therapeutic ends if the members of the medical 
staff take advantage of these functions to stimulate participation 
by the patients and if the recreation workers are aware of the ther- 
apeutic goals desired. Thus, the recreation program can contribute 
to the general therapeutic program. Inasmuch as the Red Cross 
is a non-military organization, it enjoys a neutral status. It is 
easier for the workers to establish more friendly relationships with 
soldier patients than it is for military personnel. Attendance at 
Red Cross functions is on a voluntary basis in contrast to the 
usual compulsory aspects of military activities. When soldiers 
realize that the workers are sympathetic in a neutral sense, a con- 
fidence can be readily established and they can turn to them for 
assistance. The feeling is engendered that the personnel of Red 
Cross is the least denying and thereby the most ‘‘giving.’’ The 
soldier will turn to Red Cross workers for satisfactions that he 
cannot obtain from other sources. The confidence that has been 
established in the worker must never be betrayed. It must be di- 
rected into therapeutic channels. It follows that there are certain 
essentials of conduct to be borne in mind continuously, and certain 
qualifications the worker must possess in order to meet the needs 
of the patient as a whole. 

Above all, the worker should be a stable person with self-confi- 
dence, sincerity, enthusiasm, tact, cheerfulness and patience. She 
should avoid playing favorites, nagging, ridiculing, becoming ar- 
gumentative or deceptive. Just as the medical officer becomes in- 
vested with paternal feelings of an authoritative nature—the stern 
father—so the Red Cross recreation worker may be invested 
with maternal feelings of a giving type—the kind mother. She 
should have an understanding of the problems of mentally-ill pa- 
tients and a knowledge of recreation and group-work principles 
and techniques in order to elevate and maintain the morale of the 
patients at a high level and to help them adjust to group-living 
through group activities. 
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The principles given apply generally both to psychotics and psy- 
choneurotics. Inasmuch as the natures of their illnesses differ, the 
methods of approach and of work with them in recreation-activities 
differ. In the patient with psychoneurosis, the super-ego (or con- 
science) is highly developed. He suffers because of repression, in- 
hibition, anxiety and suppressed aggression. An attempt should 
be made to help him increase his self-esteem. He should be in- 
formed of the broad scope of activities from which he may choose 
—and thus express himself outwardly. He requires increased 
freedom of expression, both in words and in action. He may have 
difficulty in meeting people. He should be helped to improve his 
relationships with others, both in work and play. The worker 
must always bear in mind that the patient’s complaints are real 
to him and should not be considered imaginary. If she is able to 
draw him into a group where he can feel secure, can assume the re- 
sponsibility of being a member of the group and grow less depend- 
ent on her, the worker may feel she has served the patient well. 

The patient with a psychoneurosis is in touch with reality, and, 
therefore, can be approached on a comparatively intellectual level. 
A definite schedule of activities should be prescribed, so that he 
will not spend his time idly while on the hospital wards. He re- 
quires occupation, recreation, and educational stimulants. The 
program designed for psychoneurotic patients in our hospital has 
been carefully planned to include all of the foregoing features. 
Management is chiefly under the supervision of the reconditioning 
service, with the assistance of the Red Cross. Patients obtain nec- 
essary exercise in ward calisthenics and have the opportunity to 
attend classes in the gymnasium which include volleyball, basket- 
ball, cage ball, bicycling, bowling and other organized games. 
Weather permitting, games are played outdoors. Patients are en- 
couraged to attend classes in the occupational therapy shop where 
emphasis is placed on masculine activities, such as radio, photogra- 
phy, automobile mechanics, refrigeration and farming. Interest 
groups include dramatics, languages, chess, bridge, art, music, and 
other activities. The patient in contact with reality is able to se- 
lect the groups in which he is most interested. He attends mili- 
tary formations daily. Whatever his choice, he may gain a feeling 
of security from the group under the guidance of capable leaders. 
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In his free time, entertainment at movies and USO shows is of- 
fered, and he may participate actively in dances, planned parties, 
and scheduled outings—fishing trips, picnics, swimming parties 
and trips to Washington for musical performances, plays and base- 
ball games. All of the activities are constructive efforts toward 
the rehabilitation of a man by preparing him to take his place in 
society. 

On the other hand, psychotic patients who have withdrawn more 
or less from reality, who have developed bizarre ideas and re- 
gressed to immature modes of behavior, must be approached dif- 
ferently. It may not be possible to approach them on an intellee- 
tual level; hence each must be dealt with on his individual level 
with an attempt to restore him to his former status. The fre- 
quently friendly reception of the psychoneurotie patient facili- 
tates his joining a group, whereas the withdrawal of the psychotie 
individual necessitates greater effort by the worker to establish a 
positive relationship. 

Perhaps the most important factor in influencing the psychotic 
patient and in helping him is the attitude of the worker. The more 
mature the worker, the more effectively can she approach the pa- 
tient. Everything that is done to help the patient, from the fur- 
nishing of refreshments to his participation in games, can be of 
therapeutic value. It is not only a matter of what is done but also 
of how it is done. Small things may be of vital importance to the 
patient and, therefore, must be of vital importance to the worker. 
The oversensitive patient should not be dealt with in a patronizing 
manner, for he quickly senses such attitudes. The patient should 
be met on his own level. Although certain activities may appear 
childlike, they should be accepted as quite natural by the worker. 
She should be able to enjoy each activity in itself and not experi- 
ence it as a necessary task to be done. Such conduct requires in- 
finite patience and genuine kindness, with the firm conviction that 
the patient will benefit from such contacts. If she is secure within 
herself she will be able to master the most difficult group, and the 
most insignificant details will be considered natural preparations 
for further attainments. There should be a friendly atmosphere 
to draw the patient into activities. It is not the task of the recrea- 
tion worker to dissuade the patient from his delusions. Activities 
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are presented to harness the healthy components of the personal- 
ity, thereby enabling the patient to make his own adjustments 
more rapidly. 

How is the patient encouraged to emerge from his shell and re- 
turn to normality? For some time he has been living in a world 
of his own, with little or no interest in persons about him. One 
of the main sources of security (often not realized by him) is the 
sense of belonging to a group—a group that accepts him, in which 
he can share responsibility, wherein he might excel and show qual- 
ities of leadership. It is the task, therefore, of the recreation 
worker to prepare the stage for group activity and——by positive 
measures—to induce individuals to enter the group. She then de- 
flects the relationships of members in the group toward each other 
and endeavors to aid members in forming a happy association with 
each other. As much as possible, she prevents the interest from 
becoming fixed upon herself. 

With individuals who have had former happy associations in 
groups, group experience alone may be beneficial. On the other 
hand, patients whose lives have been colored by unhappy associa- 
tions at home or later maladjustments in school or social groups, 
require attention on individual bases. Later on, they may be 
guided into groups where they may make satisfactory adjustments. 
The recreation worker must be skillful in dealing with psychotic 
patients and should be able to understand and accept response or 
lack of response to the group. The group activity must be chal- 
lenging, satisfying, and serve to stimulate the individual’s desire 
to belong. The worker must be able to offer a great variety of ac- 
tivities to re-condition emotional responses, to bring satisfaction 
to as many individuals as possible, to allow each to fulfill his needs 
in succeeding or failing. 

The military hospital presented an unusual opportunity for 
group therapy on a large scale. Not only did recreation group 
work have therapeutic value, but it was exceedingly practical. With 
the demands on the neuropsychiatric service increasing daily, it 
became necessary to consider the needs of the mass, to focus at- 
tention on the group and the part that each individual played in 
the group. It was the purpose of our program at Newton D. Baker 
to provide physical and social activities within the patients’ com- 
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prehension and ability. An effort was made to aid the mentally 
ill, who were asocial in their attitudes or who were out of contact 
with reality, to develop more satisfactory personal and social ad- 
justments—with great emphasis on group work, in which mutual 
participation, shared experiences and co-operation are encouraged. 
Recreation activities were designed to meet the requirements of as 
many psychotic patients as possible and to include active sports 
and quiet games in which patients might participate, as well as 
enjoy passive entertainment. 

The first approach to new patients was on the ward. Their re- 
quests or needs for cigarettes and other comfort articles were at- 
tended to. Their personal problems were referred either to the 
medical officers or to the psychiatric social workers. These initial 
contacts were frequently accompanied by the serving of light re- 
freshments. The few minutes spent in serving refreshments in a 
ward tended to bring the patients into a more social atmosphere 
and to make them more conscious of those about them. Many pa- 
tients readily joined in ward activities that were conducted daily, 
while others required further individual attention before they felt 
that they could become a part of the group. 

Active games on the ward and in the courtyard included volley- 
ball, basketball, relay races, bowling (with rubber sets), and cirele- 
ball games. With coaxing, assistance and encouragement, even 
the catatonic patients participated and became proficient in these 
activities; and a team spirit was established. Other ward activi- 
ties included table games (in which large groups can participate), 
games of skill and chance, quiz programs, group singing, record 
making, ‘‘True Vues,’’ and some of our own inventions with no 
particular names. Birthday parties were given for each patient 
who had a birthday during his stay at the hospital. Organized 
parties and entertainment such as USO shows, amateur groups, 
post band concerts, and movies were presented on those wards 
where it was deemed inadvisable for the patients to attend the 
recreation hall. When patients had made satisfactory adjustments 
to the ward they were ready to become a part of a larger group. 
This transition was accomplished by inter-ward competition in ac- 
tive sports, and in large group activities in the recreation hall. 
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Newton D. Baker General Hospital is fortunate in having a beau- 
tiful recreation building designed specifically for the use of closed- 
ward patients. The building includes rooms where patients may 
enjoy visiting with their relatives and friends in privacy, a small 
library, and a recreation hall complete with stage, ping pong tables, 
radio, victrola and comfortable furniture. Here, amid comfort- 
able, cheerful surroundings, our patients lost the feeling of being 
confined and became absorbed in the activities that interested them. 
The recreation hall was used daily for activities planned for sev- 
eral wards. These activities included organized-game parties, 
bingo parties, supervised table games, dancing lessons, movies, 
USO shows, band concerts, amateur shows and patrent-shows. Two 
dances were held in the recreation hall each week. The post or- 
chestra played and women volunteers from nearby communities 
served as hostesses. This group of women consisted of selected 
individuals who had met with the psychiatrist and the recreation 
workers for orientation in dealing with mentally-ill patients. The 
dances began with grand marches in which nearly all the patients 
participated. This implied an undifferentiated activity which re- 
quired little persuasion and less inhibition on the part of the pa- 
tients who joined in a mass group. Following the grand march, the 
patients received instruction on more intricate maneuvers, such as 
folk dancing. Gradually they participated in ballroom dances 
which were more specialized and necessitated their adaptation to 
single individuals rather than to a group as a whole, as with folk 
dancing. Thus the patients passed through a series of increas- 
ingly complicated performances of increasingly differentiated na- 
ture. The patients enjoyed the contact with civilians and looked 
forward to each of the dances. The volunteers had established con- 
genial relationships with the patients and were extremely inter- 
ested in helping them. The success of this experiment with volun- 
teers should have important repercussions in the possible utiliza- 
tion of such activities in civilian hospitals. On Sunday mornings 
army chaplains conducted religious services in the recreation hall 
for closed ward patients who would otherwise be unable to attend. 
The attendance of the recreation workers at these services gave 
to the patients a feeling of joint participation and the sharing of a 
common experience with familiar individuals. On Sunday after- 
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noons a tea was held for patients and their guests, with the Red 
Cross Canteen Corps from nearby towns assisting in serving re- 
freshments. 

Closed-ward patients also had the use of the bowling alleys and 
the gymnasium on the post. Classes in bowling were held twice 
daily, Monday through Friday, and even markedly depressed pa- 
tients exhibited interest in this activity. For many patients, bowl- 
ing was a new experience, but because of the interest they devel- 
oped in it while in the hospital, they planned to continue it after 
release from the army. The moderately-ill closed-ward patients 
went to the gymnasium for an hour daily for a complete physical 
work-out. There they enjoyed weight-lifting, rowing, bicycling, 
boxing, punching, volleyball, basketball, cage ball, and other sim- 
ilar activities. In addition to the physical advantages of these ac- 
tivities, they developed sportsmanship and responsibility to their 
team mates. 

The program described was designed to make each patient feel 
comfortable, relaxed and happy from the time he entered the hos- 
pital until he was discharged. From the initial contact, an en- 
deavor was made to develop his interest in both familiar and new 
activities which would strengthen his body, his mind, and his emo- 
tional control in order to overcome the distressing thoughts which 
had occupied his mind since the onset of his illness. Thus our ul- 
timate aim was reached; to help the individual re-integrate his 
personality and attain a better adjustment socially. 


Neuropsychiatric Service 
Newton D. Baker General Hospital 
Martinsburg, W. Va. 
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PROBLEMS OF SUICIDE 


BY EDMUND BERGLER, M. D. 


Psychoanalytic theories concerning suicide are replete with con- 
tradictions. These contradictions are partly explainable from the 
‘‘historic’’ viewpoint: Earlier conceptions have not been coordi- 
nated with later discoveries. Other contradictions are monuments 
to the fact that Freud first discovered the repressed libidinous 
wishes in the unconscious, only to complement them much later 
with repressed aggressive tendencies. Still other incongruities 
are based on lack of theoretical precision in the formulation: Some 
authors stress a variety of types, some with, some without, ac- 
knowledgment of a predominant type. Last, but not least, some 
writers in this specific field deny the applicability of the clinical ap- 
proach altogether, reducing the genetic problem in suicide to an 
‘archaic form of man’s response to his various inner conflicts,”’ 
which, allegedly, only ethnologie science can solve. 

In the first decades of the existence of Freudian psychoanalysis, 
the accent in studies on suicide was placed on a libidinous gain de- 
rived from the symbolic connotation of the suicide method chosen 
by the specific person. Only later, feelings of guilt because of in- 
ner aggression were added. Paradigmatic, is Freud’s explanation 
in ‘‘Psychogenesis of a case of female homosexuality’’ (1920).* 
The girl described, commits suicide because of ‘‘self-punishment 
and wish-fulfillment.’’ The unconscious wish consists of the sym- 
bolic achievement of giving birth to a child conceived in an incestu- 
ous relationship: The girl unconsciously identified jumping from 
a height with giving birth. The self-punishment pertains to death- 
wishes directed toward the mother who was pregnant at that time, 
and with whom the girl identified herself, since she herself wanted 
‘to take her place. Freud adds, however: ‘‘In the identification 
with the mother, who should die during the childbirth of this child 
denied to the girl, the punishment itself is once more a wish-fulfill- 
ment.’’ This dichotomy between libidinous wishes and later super- 
imposed feelings of built because of aggressive wishes, was never 
clearly explained in our literature. Since both the libidinous wishes 
and the guilt-problem stemming from aggression were pointed out 


*Ges. Schr., V, 312-343. 
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by Freud at different times, both can be cited with Freud’s author- 
ity. How little clarified the interconnection really is, is best proved 
by Freud’s explanation in the foregoing. If we ask: Did Freud’s 
patient attempt suicide because: (a) She hated her mother and 
therefore felt guilty; (b) She wanted to give birth to the child with 
which the mother was pregnant, and therefore felt guilty; (¢c) She 
permitted herself, only on condition of death, the identification 
with the mother comprising the inner right of giving birth to an 
incestuously conceived child, and therefore felt guilty—the an- 
swer is, all three reasons are valid, as far as Freud’s description 
goes. Freud stresses specifically : ‘‘The punishment once more be- 
comes wish-fulfillment.’’ One gets the impression that Freud him- 
self, at that time, followed only reluctantly the path he himself dis- 
covered: the feeling of guilt because of unconscious aggression. 
He stresses precisely the libidinous components embedded in the 
method chosen for suicide: ‘‘These interpretations of the methods 
of suicide through sexual wish-fulfillments have been known to 
analysts for a long time (to poison oneself = get pregnant; to 
drown oneself = to give birth; jump from a height = give birth).”’ 

Freud described, in 1916, in his paper ‘‘Mourning and Melan- 
cholia,’’ the ‘‘introjection’’-type of suicide. After a deep disap- 
pointment, this type does not cast off the disappointer, but identi- 
fies himself with him. The so-typical self-reproaches of the depres- 
sive psychotic pertain in psychic reality to the introjected disap- 
pointer; the suicide is unconsciously a murderer of the disap- 
pointer. Practically every analytic author who has investigated 
the problem of suicide (f. i, Abrahams, Federn, Menninger, Zil- 
boorg, Garma, Friedman), has confirmed the existence of Freud’s 
‘‘introjection’’ type. The question arises whether this type repre- 
sents the typical or predominant one in suicide. 

It is proposed here to subdivide the whole problem into three 
categories: the introjection type, the hysteric type, and a miscel- 
laneous group. 


I. The Introjection Type 


There is an incongruity between the earlier and later statements 
of Freud concerning suicide. In 1920 he stated: 
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‘*Tt is possible that nobody has the psychic energy to kill himself 
who, first, does not, at the same time, kill another object, with 
whom he identifies himself, and, second, in doing so, does not turn 
a death wish against himself which was originally directed against 
another person.’”* 

In 1923, Freudt explained once more that two basic instincts, the 
life and death instincts, are operative in every human being. His 
‘‘Kros-Thanatos’’ theory assumes that our whole life consists of a 
fight between two basic instincts—the ‘‘life instinct’’ (Eros) and 
the ‘‘death instinct’’ (Thanatos). Eros attempts to discharge upon 
objects in the outer world the tendency of Thanatos, which is orig- 
inally turned upon the individual himself. What is apparent as an 
instinct of destruction is genetically the original death instinct, 
forced into a changed direction by the life instinct. Guided by Eros, 
the destructive instinct rages outward, instead of inward. 

Imagine two giants fighting each other: The first wants to kill 
the second. The second tries to divert the destructive energy of 
the first toward a third party. Imagine further both giants oper- 
ative as instincts in one personality, and you have in a nutshell 
the Eros-Thanatos theory. These drives never appear ‘‘unmixed.”’ 
They are combined in quantitatively-varying degrees at different 
times. There is also an ‘‘indifferent narcissistic energy’’ which 
can be added to one drive or the other, thus increasing its cathexis. 
Of course, what we see clinically is never life or death instinct per 
se, nor even their original mixtures, but only the derivatives of 
these mixtures. In this sense we can speak of ‘‘libido’’ and 
‘‘destrudo’”’ (aggression), assuming that each contains mixtures 
of both drives, libido more of the derivates of Eros, destrudo more 
thanatic elements, but both admixtures of erotic and thanatie ele- 
ments. Normally, the life instinct redirects toward outside objects 
the death instinct which is originally directed toward the ego. In 
specific conditions, a de-fusion of both instincts takes place, and 
the death instinct rages against the ego. To quote Freud: 

**Let’s turn to depressive psychosis. We find that the overpow- 
erful super-ego (inner conscience) . . . rages against the ego with 
merciless violence, as if it had taken possession of all the sadism 


*L. ¢., p. 331. 
t*‘The Ego and the Id.’’ Ges. Schr., VI. 
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the person has at his disposal. According to our viewpoint of sad- 
ism, we would say that the destructive component has placed itself 
in the super-ego and is directed against the ego. What now reigns 
in the super-ego is like a pure mixture of death instinct, and often 
enough it does succeed in driving the ego to death, unless the ego 
unburdens itself of its tyrant by turning into mania.’’ (pp. 598- 
599.) 

Freud also explains that the more a person restricts his inner 
aggression, the more severe does his super-ego become. 

How can we reconcile the two approaches? In the first, stress 
is laid on the fact that the ego can be driven to self-destruction by 
the inner illusion of killing the tormenting disappointer. In the 
second, the decisive factor is the de-fusion of instincts, with the 
result that the super-ego usurps the whole energy of the death in- 
stinct, actually driving the ego to death. True, both approaches 
assume inner guilt to be the motor which starts the procedure. 

The writer is personally of the opinion that the decisive element 
in suicide is the predominance of death instinct, changing the af- 
flicted person into an exquisite psychic masochist. He believes 
further that the overdimensional feeling of guilt, because of death 
wishes toward the introjected disappointment, is the covering 
cloak of pseudo-aggression disguising this inner passivity. In 
other words, what really drives the suicide to death is not his inner 
guilt but the de-fusion of instincts, leaving the death instinct no 
longer attenuated by life instinct. But even then, the illusion of 
pseudo-aggression must be maintained—therefore the unconscious 
fantasy of killing the disappointer. One could say that the sui- 
cide must convince himself, even in death, that he is capable of 
aggression. 

In a short story by the French writer, Villiers d’Isle d’Adam, 
an aristocratic French family of the time of Richelieu is confronted 
with the fact that a young member of the family has taken part in 
a rebellion against the king and cardinal, has been arrested, found 
guilty, and condemned to die on the scaffold. The honor of the 
family is at stake should the condemned not die proudly and de- 
fiantly. To bolster the morale of the unfortunate man, word is 
sent by his family that an attempt will be made to save him, and 
that he is to look for a sign from a certain window visible from 
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the place of execution. He is told that the attempt will be made 
in the last few seconds, and not to lose courage. The hoax works, 
and the man dies proudly. Mutatis mutandis, the suicide fools 
himself similarly with his pseudo-aggression toward the intro- 
jected object. Instead of hope, aggression is the prop. 

Another collection of facts indicates the same psychological pic- 
ture of suicide. It has been repeatedly observed that the choice 
of form of suicide has an unconscious libidinous meaning. As an 
example, the case of Mary Chadwick can be adduced: A woman 
who, as a little child, was raped by a friend of her father, repeat- 
edly tried suicide. She always chose a method which involved fall- 
ing—being run over by a car, falling down stairs, ete. She was 
symbolizing the ‘‘fallen woman.’? Many examples have been 
amassed by different authors, stressing that libidinous symbolic 
motive in suicide. All these elements seem, to the writer, unim- 
portant* in the suicide—they are the bait the inner conscience 
gives to lure the victim into self-destruction. 

Menningert distinguishes three elements in suicide: the wish to 
kill, the wish to be killed and the wish to die. He states: ‘‘ We have 
presented the thesis that suicide is a gratification of self-destruc- 
tive tendencies which upon analysis appear to be composed of at 
least two elements—an aggressive element—the wish to kill—and 
a submissive element—the wish to be killed. In addition, it is 
postulated that a wish to die may be present to a variable degree 
for which, however, no definite psychological evidence can be of- 
fered.”’ 

To sum up: The suicide of the introjection type is a person la- 
boring under the deepest feeling of guilt because of his over-dimen- 
sional psychic masochism. To counteract this reproach, pseudo- 
aggression is mobilized—the fantasy of killing the disappointer. 


*Many libidinous tendencies projected upon suicide belong to this (as the writer be- 
lieves) dynamically unimportant category. They are often overstressed. Zilboorg 
pointed out that in some cases of suicide an identification with a person already dead 
takes place and the actual suicide expresses unconsciously the wish to be reunited with 
the dead person. (I. Z. f. Psychoan., 21:102, 1935). B. Warburg described a case of a 
deformed and gonorrheic girl in whom suicide meant also being reborn and emerging 
unblemished; besides the feeling of guilt this ‘‘suicidal attempt not only gratified her 
heterosexual but also her aggressive homosexual wishes.’’ Suicide, pregnancy, rebirth. 
Psychoan. Quart., 7:490, 1938. 

tPsychoanalytic aspects of suicide. Int. J. Psychoan., 14:381, 1933. 
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The disappointment is always self-provoked, by choice of, and at- 
tachment to, the disappointing person. The feeling of guilt is 
shifted from the masochistic act to a pseudo-aggressive one.* 


II. The Hysteric ‘‘ Dramatization’’ Type 


Clinical experience proves that the majority of suicides are de- 
pressive psychotics, whose illness is detected during lifetime, or, 
more often, has remained undiagnosed. The question arises as 
to whether all suicides belong in this category. There seems to be 
agreement in the view that other types are possible (Freud, 
Federn, Menninger, Zilboorg). 

The most important group among these other types is the hys- 
teric. In the writer’s personal opinion, the hysteric suicide is 
based on a specific type of ‘‘magic gesture.’’ There are different 
types of ‘‘magic gestures;’’+t the one important in suicide is one 
which the writer has called the ‘‘negative magic gesture.’’ The 
term denotes an wnconscious dramatization of how one does not 
want to be treated. It constitutes a bitter unconscious irony di- 
rected against an authoritative person in early childhood. An ex- 
ample of this type: A patient while waiting for her appointment 
made movements with her mouth reminiscent of a wild animal 
snatching at its victim. The writer asked her: ‘‘Do you imitate 

*The writer is not quite sure but has the impression from some not too clear passages 
in Menninger’s ‘‘ Psychoanalytic Aspects of Suicide’’ (1. c.) that Menninger, too, came 
close to the assumption that the unconscious erotic gratifications in suicide which he 
stresses specifically (masochism, erogenized submission, symbolic erotic gratification in 
choice of technique) are compensatory. He does not say so expressis verbis and states 
only: ‘‘ We know also, however, the curious propensity of the erotic elements, the sexual 
element of the life instinct for making the best of a bad situation and endowing every 
object relationship with some of its saving grace. Hence in any attack upon an enemy, 
however strong the wish to kill, we must expect in varying quantities erotic satisfac- 
tions’’ (p. 379, 1. ¢.). This gives to great degree the impression that because of the 
chronic duality of destructive and libidinous tendencies, the latter must appear, too. In 
any case, if one goes one step further, the compensatory character is obvious. Another 
passage of Menninger’s paper (p. 384) points in this direction: In discussing a patient’s 
unconscious wish to be homosexually attacked he uses projection as defense in the re- 
construction: ‘‘Thus, it is not I who play tricks upon the analyst, it is he who plays 
tricks upon me. He attacks me. Therefore, I hate him, I want to kill him, I do kill 
him. But for killing him, I also feel guilty and must suffer a like fate myself.’’ Here 


the Freudian explanation of paranoiac projection in ‘‘The Schreber Case’’ (Coll. Pap. 
ITI, p. 388) is referred to. 


tSee the writer’s ‘‘The problem of magic gestures.’’ PSYCHIAT. QUART., 19:295, 1945. 
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the lion in Metro-Goldwyn-Mayer’s pictures?’’ Analysis showed 
that in this gesture she was playing the réle of her own ‘‘devour- 
ing’’ mother, thereby ‘‘showing up’’ her mother, whom she accused 
of all possible crimes, in a caricature. 

‘*Magic gestures’’ of this type presuppose a three-layer struc- 
ture: 1. Unconscious masochistic attachment toward the person in 
childhood, as the end-result of the infantile conflict ; 2. Objection by 
the inner conscience (super-ego) to this enjoyment of inner passiv- 
ity, forcing the unconscious ego to furnish a defense mechanism in 
the form of the pseudo-aggressive alibi, ‘‘] hate my mother 
(father) ;’’ 3. Objection by the super-ego to this defense, too, with 
the result that even the defensive pseudo-aggression is modified 
into: ‘I’m just showing them how mean they acted.’’ The whole 
process is, of course, wnconscious. 

The hysteric suicide makes use of this technique. Coupled with 
the ‘‘magie gesture’’ is the infantile unconscious misconception of 
death, which, for the child, lacks finality. This is easily observable 
in children to whom death is often represented as ‘‘ going away,’’ 
‘“‘taking a long journey,’’ ete. (Freud). Children’s play bears this 
out: One patient as a child played with his brother the game of 
‘‘being dead.’’ He would command, ‘‘ Now you are dead!”’ and his 
brother would stretch out motionless, holding his breath. After a 
few seconds, would come the counter-order, ‘‘ Now you are alive 
again!’’ It is obvious that the play had—at least superficially— 
an aggressive gonnotation—death wishes against the brother. 

All of this indicates that hysteric-suicide—provided the hysteric 
superstructure does not cover an ‘‘introjection’’ mechanism—is 
not too seriously intended. There is no doubt that a severe inner 
guilt conflict is involved, too. In such cases there are discernible 
death wishes or incest fantasies which, because of the inner ‘‘ poena 
talionis’’ boomerang in the form of self-punishment. Let us take 
two clinical examples: 

Case 1. Mr. A., a man of 24, had a severe conflict with his 
father for many years. The father was a wealthy and tyrannical 
individual who wanted to force his son into a commercial career. 
The boy refused, left home, and became attached to a radical party, 
thus mildly compromising his father but infuriating him beyond 
every logical reason. To complicate matters, the boy married, 
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against his father’s wishes, a girl ‘‘beneath his own station.’’ This 
resulted in a complete severance of relations between father and 
son. When the young man became ill with an acute tuberculous 
condition, the father refused to help him as long as he did not re- 
nounce his wife. The couple agreed to an official separation to en- 
able the boy’s transfer to a sanatorium. After long months, his 
condition improved, and he started his contact with his wife once 
more. The father discovered this and refused even to see him. A 
few days later, the son went to a hotel and swallowed an overdose 
of sleeping pills. Immediately afterward, he started frantic tele- 
phone calls to his wife and family physician. His father still said 
**To hell with him! Why doesn’t he commit suicide more success- 
fully?’’ He refused to pay the doctor’s bill. 

The analysis of the young man started after his release from the 
hospital a few weeks after his suicide attempt. It showed that his 
hatred for his father was the covering cloak for his deep attach- 
ment to him. The boy was a typical example of regression to the 
‘*negative Oedipus,’’ which consists of feminine identification. Un- 
consciously, he identified with his mother and wanted to be sex- 
ually ‘‘mistreated’’ by his father, since, as a child, he believed that 
parental congress consisted of sadistic attacks on the part of the 
father upon the mother. After a short-lived ‘‘positive Oedipus,” 
he renounced his libidinous wishes toward his mother and hatred 
of his father because of an overdimensional ‘‘castration fear,”’ 
and took refuge in passivity by identifying with his mother. 

This inner passivity was counteracted by a strong feeling of 
guilt, which forced him to establish an inner defense—pseudo- 
aggression. This explains his acts of ‘‘aggression’’ toward his 
father (refusal to take up a commercial career, escape from home, 
political activity and marriage against his father’s wishes, ete.). 
All of these actions unconsciously had double meaning: They gave 
him the illusion of being aggressive as a defense against his maso- 
chistic submission and, at the same, provided the masochistic pleas- 
ure of being ‘‘mistreated’’ (with its afore-mentioned sexual con- 
notation) by his father—a perfect neurotic set-up. 

It also became clear that the patient was inwardly uninterested 
in his wife, that he was just using her as a tool against his father 
and for the inner defense of being a ‘‘he-man.”’ 
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The conscious motivation of his suicide was: ‘‘ Father will feel 
sorry after my death.’’ In other words, it was, consciously, an act 
directed against his father. Unconsciously, the situation was quite 
different. The suicide represented, first, a masochistic ‘‘magic 
gesture:’’ ‘‘The only thing you can get from father is rejection. 
He lets you starve and drives you to suicide. True, he would per- 
haps provide poison.’’ In attempting suicide, he demonstrated in 
an ironic accusation his father’s ‘‘meanness.’’ That he himself 
was the victim and not his father did not occur to him. 

The suicide in this case was an unconscious wooing of the father. 
It was an attempt to make him understand that the son was will- 
ing to give up everything to get the old man’s forgiveness and 
‘‘love.’? Asked why he had made the telephone calls immediately 
after taking the poison, he replied that new hope came over him 
when it occurred to him ‘‘in a flash’’ that his father would see the 
‘‘seriousness of the situation.’’ Asked whether that included ac- 
ceptance of the daughter-in-law, the patient said that he doubted 
that, even at that moment. In other words, the young man was 
willing to sacrifice the girl. 

Once more we see, under the disguise of pseudo-aggression, mas- 
ochistic submission. The question as to whether simulation was 
involved can be answered in the negative. A deep inner conflict 
was involved. 

Case 2. A woman of 40, a widow, had an affair with a some- 
what younger man. One day the lady’s 18-year-old daughter de- 
clared that she intended to marry her mother’s lover. Excited 
quarrels between the two women, in the course of which the daugh- 
ter demanded that her mother separate from her lover, culminated 
in a suicide-attempt on the part of the daughter. Her mother was 
afterward on the verge of suicide, too. The analysis of the mother, 
which followed, yielded the fact that a photographie reproduction 
of her own childhood had taken place. Many years previously, it 
developed, she had found herself in an unusual situation of conflict. 
Her mother (the grandmother of the girl who attempted suicide) 
had had a lover, of whom the patient was very jealous. The ener- 
getic and unscrupulous grandmother apparently wished to get rid 
of her lover, and suggested to her daughter that she should marry 
him. The daughter was indignant and at the same time overjoyed. 
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Although it was never officially admitted that it was her mother’s 
lover whom she was to marry, it can be understood that she found 
the proposal unsuitable. But since this marriage represented a 
realization of infantile Oedipus wishes (it was clear that her jeal- 
ousy of her mother’s lover was in itself a repetition of the jealousy 
of her father), she agreed, without, of course, suspecting her un- 
conscious motive. The marriage was very brief and unhappy. The 
husband was brutal, infected the young woman with gonorrhea, 
had relations with other women, and died, deeply mourned by the 
patient, shortly after the birth of her daughter. The patient clung 
to this child with a remarkable combination of hate and love. As 
the girl grew up, she brought her indirectly into contact with her 
own lover. This took place unconsciously, but none the less effec- 
tively. She constantly brought the ‘‘young people’’ together, al- 
though she was consciously very jealous. A certain scene bears 
this out. While the ‘‘young people’’ played duets on the piano in 
the music room, the mother put on her glasses and darned stock- 
ings. She thus enacted the old lady chaperoning the ‘‘children.”’ 
She was not conscious of this, for when the daughter ‘‘to her as- 
tonishment’’ fell in love with her lover, she was indignant. The 
behavior of this woman is incomprehensible without the assump- 
tion of unconscious guilt feelings. ‘‘You snatched away your 
mother’s lover, and as punishment your daughter will do the same 
to you.’’ It was certainly no accident that the daughter fell in love 
with her mother’s lover. This Oedipus relation, continuing through 
three generations, is a classic example of the operation of these 
unconscious attitudes. 

The suicidal ideas of the mother could be analyzed. The guilt 
pertained to the Oedipal period, when she had wanted to take her 
father away from her mother. Interestingly enough, the guilt was 
not relieved through her mother’s invitation to marry her lover; 
the guilt was already established. The reproachful ‘‘magie ges- 
ture’’ was discernible, directed toward the mother: ‘‘ You forced 
me into a marriage, and now my child takes revenge on me.”’ 
Behind this pseudo-aggression self-destructive masochistic tenden- 
cies were clearly visible. 
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Menninger was the first to point out the paradox that many a 
suicide does not want to die :* ‘‘ Anyone who has sat by the bedside 
of a patient dying from a self-inflicted wound and listened to plead- 
ing that the physician save his life which only a few hours or min- 
utes before the patient had attempted to destroy, must be im- 
pressed by the paradox that one who had wished to kill himself 
does not wish to die . . . One gets the impression that for such 
people the suicide act is sometimes a sort of insincere play acting 
and that their capacity for dealing with reality is so poorly de- 
veloped that they proceed as if they could actually kill themselves 
and not die. We have reason to believe that a child has such a con- 
ception of death: that it is a going away and that for such going 
away there is often a returning... .”’ 


III. Miscellaneous Types 


Not all persons who commit suicide are depressive psychotics or 
neuroties of the hysteric type. And still, the majority of all sui- 
cides are depressive psychotics. In general, Brill’s statement is 
analytically universally accepted: ‘‘I do not think I am exaggerat- 
ing when I assert that probably 85 to 90 per cent of all suicides 
belong to the depressive type of this disease (manic-depressive 
insanity ).’’t 

Federn** stressed, in 1928, that in his opinion two groups are 
especially prone to suicide—manic-depressives and _ addicts, 
whether they are, in addition, hysterics, obsessional neuroties, psy- 
choasthenies, or do not show any clear-cut neurosis. Federn is 
of the opinion that suicide may be the final destiny of a completely 
normal person. 

In a paper} read at the XiIIth Int. Psychoan. Convention in Lu- 
zerne (1934), Zilboorg stated: ‘‘(1) Not all depressive psychotics 
tend to commit suicide; (2) Not only depressive psychotics tend to 
commit suicide, since one finds suicide also in cases of schizo- 
phrenia, obsessional neurosis, hysteria; (3) A series of suicides 
has the precise stigma of practically uncontrollable instinctual im- 

*l. ¢., p. 387. 

tFundamental Concepts of Psychoanalysis, p. 262. Harcourt-Brace & Co. 1921. 


**Suicide-prophylaxis in psychoanalysis. Z. f. Psychoan., Pidagogik, 3:379, 1928-29. 
{Summary published in Int. Z. f. Psychoan., 21:101, 1935. 
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pulses,* without reference to what nosologic group they belong, 
even in so-called normal individuals.’’ Zilboorg claims further 
that not all suicides can be subsumed under Freud’s classic form- 
ula of the introjection type, and that some suicides are the patho- 
logically dramatized expression of repetition of a form of mourn- 
ing, which in its turn stems from the primitive killing at funerals. 
Suicide was originally a ritual, a ritual-murder—killing of the old, 
later suicide of the old and sick; killing, later suicide, of the wives 
and slaves of a deceased chief of a clan. 

In a later paper,t Zilboorg advocates ‘‘an entirely different, 
non-clinical approach’’ based on ethnological studies : 

‘*One may state, therefore, that a suicidal drive is not dependent 
on or derived from any traditional clinical entity found in present- 
day psychiatric nosology; it is to be viewed rather as a reaction 
of a developmental nature, which is universal and common to the 
mentally sick of all types and probably also to many so-called nor- 
mal persons. The very universality of the reaction, and particu- 
larly of some of its outstanding characteristics, such as oral incor- 
poration, spite, and identification with the dead, leads one to sus- 
pect that one may be dealing with an archaic form of man’s re- 
sponse to his various inner conflicts, and it would prompt one to 
seek an answer to the problem in the study of primitive races and 
their reaction leading to suicide.’’ 

There is no doubt in the writer’s mind that the great majority 
of suicides belong to the introjection and hysteric types. True, 
though, an infinitesimal percentage has a different etiology. For 
instance, there are schizophrenics of the paranoid type who pro- 
ject their super-egos outwardly and hear voices commanding them 
to kill themselves. The writer observed a patient of this type who 
repeatedly attempted suicide while in a psychiatric sanatorium. 
In moments of discernment, the patient asserted that he under- 
stood that these voices were a symptom and sign of his disease, 
since ‘‘they never give me advice as to where to get the knife to 

*Zilboorg mentions that the active suicidal impulse is especially strong in individuals 
who identify unconsciously with a person who at the time of completion of this identifi- 
cation is already dead. In these cases the wish to die corresponds to the desire to be 


reunited with the dead person. 


tDifferential diagnostic types of suicide. Arch. Neurol. and Psychiat., 270, 1936. 
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eut my throat. If the voices were real, they would have provided 
a knife.”’ 

In obsessional cases, suicide is an extreme rarity. Freud was 
of the opinion that obsessional (compulsive) neurosis was prac- 
tically immune against suicide.* Zilboorgt believes that some pa- 
tients with severe cases of compulsive neurosis and some addicts 
are capable of committing suicide in a momentary impulse of spite. 
A parallel is drawn by Zilboorg with the behavior of Indians of 
North and South America, who before or immediately after being 
taken prisoner by white soldiers killed themselves by the hundreds 
and thousands. 


In any case, obsessional neurotics are not the typical material 
for suicide,** and Freud is undoubtedly clinically correct in his 
opinion that these neurotics are more or less immune from it. 

That addicts are endangered by suicide, is clinically provable. 
The reason is obvious: They are orally regressed and are genet- 
ically near to depressive psychotics. 

The writer doubts very much whether suicide occurs in normal 
persons. Statements to the contrary are not borne out by clinical 
facts. 


SUMMARY 


Despite some attempts to revise*** Freud’s findings on suicide, 
the majority of analysts believe—as the previously quoted state- 
ment of Brill illustrates—that ‘‘85 to 90 per cent of all suicides 
belong to the depressive type.’’ 


**«The Ego and the Id.’’ Ges. Schr., VI, 399. 
tl. ¢., p. 101. 


**The problem of obsessional neurosis has, in the writer’s opinion, a more complicated 
substructure than is generally assumed. See the writer’s paper, ‘‘Two forms of aggres- 
sion in obsessional neurosis.’’ Psychoan. Rev., 29:188, 1942, and ‘‘ The leading and mis- 
leading basic identification.’’ Ibid, 32:323, 1945. 

¢For a compilation of analytic literature and the writer’s personal opinion on the 
subject of alcoholic addiction, see ‘‘Clinical contributions to the psychogenesis of aleo- 
hol addiction.’’ Quart. J. Stud. Ale., 5:434, 1944. 

***Zilboorg’s ‘‘Suicide among civilized and primitive races.’? Am. J. Psychiat., 92: 
1347, 1936: ‘‘If we turn now to purely clinical observations, we find that the old point of 
view, according to which depressive psychoses have more or less monopolized the clinical 
right to commit suicide, requires substantial revision’’ (p. 1356). 


PART I1—1946—J 
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This does not exclude the fact that further studies* are neces- 
sary. The main problem remains, whether aggression leading to 
inner guilt is the basic principle involved in suicide. The writer 
doubts this assumption and believes that inner passivity maso- 
chistically tinged—the end-result of the death-instinct—is the de- 
cisive element. 


251 Central Park West 
New York 24, N. Y. 


*These studies will have to find a connecting link with problems of criminality, espe- 
cially murder. See the writer’s ‘‘Suppositions about the mechanism of criminosis,’’ 
J. Crim. Psychopathl., 1943. Studies of suicide of the introjection type will further 
increase our knowledge of the manic phase of cyclothymia. The writer believes that we 
shall get more information about motives for suicide when we have more opportunity 
of studying depressive psychotics also in the manic phase. Here is an example: 

A case of the writer’s observation was brought to his attention in a circuitous way: 
A young man met, at a social gathering, a young girl who, in the course of the evening, 
directly offered herself to him. He slept with her. She was frigid and did not allow 
any ‘‘petting’’ or preliminary acts, was uninterested in the sexual act, but kept repeat- 
ing in a flighty manner during the act how much she was admired and sexually desired. 
The man could not understand her behavior, especially her objection to ‘‘ petting,’’ 
since he believed that, morally, ‘‘petting’’ was less objectionable than intercourse. When 
he learned, a few days later, that his so-suddenly-acquired friend was to be found in a 
psychiatric sanatorium where she had been committed because of manic psychosis, he 
severely reproached and blamed himself for it. The irony of the situation was that he 
did not understand the psychotic condition and yet felt responsible for it. A year later, 
the writer had the opportunity to observe the psychotic girl in a pre-depressive phase in 
which she tried to commit suicide. At that time, she accused herself of being ‘‘ good 
for nothing’’ since she had masturbated as a child. Interestingly enough, she accused 
herself only of masturbation, not of promiscuity. According to her, this masturbation 
was responsible for everything. Especially, she had alienated through it her ‘‘ innocent 
cousin.’’ The real (inner) facts were, as is so often true, the reversal of the conscious 
reverberations. The patient had an orphan cousin two years her senior, who was brought 
up with her. The two children were deeply attached to each other. When the patient 
was five, the girls masturbated mutually, the cousin taking the initiative. The mother 
discovered them and ordered that they sleep in separate rooms. The hypocritical cousin 
convinced the mother that the younger girl was the seducer. The mother believed this, 
because some of her daughter’s friends had a poor reputation. The patient’s hatred was 
overdimensional: She remembered later having condemned her cousin to death in her 
mind. What she did amounted, practically, to ‘‘detatching’’ herself from her cousin, 
only to be drawn, time and again, back to the girl. The cousin, obviously a psychopathic 
personality, was a parasite who later took advantage of the younger girl’s adoration. 
At the age of 18, the cousin married a masochistically-tinged Hungarian aristocrat and 
left the country. A few months later, the patient had her first depressive phase. 
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All of the reproaches which she heaped upon herself were inwardly directed toward 
her cousin. The introjected cousin was accused of having spoiled the patient’s chances 
in life with the masturbation. The patient believed that she herself did not marry be- 
cause of the masturbation. Of course, she was really blaming, not masturbation, but 
the underlying Oedipal and homosexual connotations and fantasies. 
The case was interesting because it showed that the transition between the manic and 
the depressive phase of cyclothymia did not change the basic conflict. Freud pointed 
out that the mania is the stage of triumph, in which the humiliated ego revolts against 
the cruel inner conscience (super-ego), nullifies it temporarily, throws off its chains in a 
sort of slave revolt and ecstasy of freedom. In other words, it is an attempt of the ego 
to free itself of the tyranny of the conscience. The accent lies on attempt, because the 
hypomanic mood barely covers depression. (H. Deutsch, Schilder). In the case in ques- 
tion, even the manic phase did not remove the old fear of masturbation (The girl re- 
fused petting and clitoridian preparatory acts, shifting her compensatory aggression 
toward the family by permitting intercourse, the adult outlet for sex). 








GROUP TECHNIQUES IN THE GENERAL HOSPITAL* 


For Care of Psychiatric Patients, Instruction of Relatives, Teach- 
ing of Medical Students, and Development of 
Public Relations 
BY CAPT. FRED FELDMAN, M. C., A. U. 8. 


The widening horizons of psychiatry make necessary the de- 
velopment of tools and techniques whereby broader goals can be 
attained. The horizons have dilated to the extent that problems 
of universal concern to mankind are now embraced—problems of 
economic import, of sociological interest, and of interpersonal re- 
lationships from ampler vantage points. The study of these new 
and old areas will be limited unless new implementing, new plan- 
ning and new organization are utilized. 

Society can support only a limited number of psychiatrie work- 
ers—Just as she can support only defined quotas of miners, of shel- 
ter-builders, and of those who nourish her, in the balanced pattern 
of her structure. It is important that workers in the field channel 
their energies so that society derives maximum benefit from their 
labors. 

It is the purpose of this paper to discuss one of the newer tools 
which can help broaden the work of the psychiatrist. This tool is 
group therapy—but in the sense here used the word therapy must 
be expanded to include many aspects of the hospital care of psy- 
chiatric patients not usually considered in the province of therapy. 
Several ways of utilizing group techniques in the hospital situation 
will be outlined. The subject at first glance seems limited to the 
direct treatment of psychoneurotic patients by the method which 
is now about a decade old. This method was used sparingly in 
civilian psychiatry and matured greatly in the military setting. It 
was from the writer’s own work in the military framework that 
diverse projections and extensions of the technique to wider civil- 
ian needs were envisioned. The direct treatment of psychoneu- 
rotic patients in groups will, therefore, constitute only one portion 
of the plan of hospital care which will be mapped out; and the con- 
tours will be drawn further. 


*From department of neurology and psychiatry, Albany Medical College, and the 
Albany Hospital, Albany, N. Y. 
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Group techniques are applicable to the care of patients, the han- 
dling of relatives, the training of medical students and nurses, the 
employment of social workers, and in a broad sense the manage- 
ment of general public relations. This last facet of the subject is 
of importance in fostering the general acceptance of psychiatric 
principles and methods. Each of these aspects will be considered 
in turn. 

Basic experience with the group therapy method was obtained 
by the writer in the handling of large numbers of psychoneurotic 
patients in an army convalescent hospital over a period of 12 
months. There gradually emerged a realization of how problems 
which had been difficult to unravel in civilian psychiatry could be 
resolved. These problems are seen in terms of the psychiatric di- 
vision of a large general private hospital,* which provides almost 
all the acute hospital psychiatric care for a community area of 
about one million people. The economic resources of this partly 
rural and partly urban community are about average for the north- 
eastern United States; and the economic burden of the psychi- 
atric care for the community must be kept under constant assess- 
ment. The hospital also supplies the training resources for a med- 
ical school and school of nursing, undertakes research projects, and 
endeavors to inculeate lay appreciation and understanding of men- 
tal illnesses. It is felt that the whole organization of the psychi- 
atric unit of a general hospital can be shifted forward to more 
economical and effective planes by using the framework of group 
methods where possible. 


CarE OF PATIENTS 

Psychotic patients. The majority of patients cared for in the 
hospital setting are psychotics, the distribution of types depending 
upon the mission of the hospital. The psychiatric unit of a general 
hospital will usually undertake to provide the community with 
fairly rapid resolution of acute illnesses in its members. Thus it 
aims at restoration of useful citizenship, as well as at the wonted 
ends of alleviation of distress, unhappiness and danger in the lives 
of the patients and their families. This partially economic orien- 
tation results in the separation of patients according to probability 


of early restitution of health. Most senile patients, for example, 
*Albany Hospital, Albany, N. Y. 
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are recommended—in the present state of our knowledge—for per- 
manent custodial care. Acutely depressed patients are considered 
retrievable within a few weeks. Other groups find positions inter- 
mediate between these extremes, 

The psychotic patients retained for treatment in the unit, there- 
fore, include cardinally the depressives and manics, early schizo- 
phrenies, and those with toxic-infectious psychoses. These patients 
are usually treated by pharmacologic and ‘‘shock’’ methods for 10 
to 40 or more days, and are then ready for trial at home, or are 
judged sufficiently ill for further hospitalization or commitment. 
Psychotherapy will perhaps play a minor role in their rehabilita- 
tion, but certain aspects of psychotherapy are kept constantly in 
play in a psychiatric ward. The daily rounds of the physician fre- 
quently constitute the only contact with the patient at the psycho- 
therapeutic level, and how wretchedly brief these visits are for 
each patient is obvious. 

When patients once psychotic have improved to some extent, the 
value of psychotherapy mounts. The attainment by individual pa- 
tients of this level may be lost in the general tone of pharmacologic 
and ‘‘shock’’ therapy which often pervades a closed ward. Group 
therapy sessions will benefit this division of recovering psychotic 
patients. They serve two purposes. First, they should spur on 
the physician to appraise his patients constantly, daily, in terms 
of usefulness of group therapy for them. Second, they provide an 
expedient, workable method of therapy in understaffed wards. 

Depressed patients especially can benefit from application of the 
principles of group therapy in their later weeks in the hospital. 
Simple attempts to exploit the dynamics of group therapy are of 
course made in every psychiatric ward by nurses and attendants, 
but more skilled and planned endeavors should be signally reward- 
ing. The holding by the physician of three, four or five group 
conferences a week with selected patients might be one part of 
such a program. Occupational therapy could be re-designed to 
take advantage of group dynamics. Recreational sessions also 
could be planned to incorporate these dynamics. 

The group therapy sessions might begin with a brief discussion 
of the nature of mental illness or of the problems of adjustment 
after leaving the hospital. Simple questions and answers alone 
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would be valuable, but much more than those would certainly come 
out of the groups. Release of tension, development of group feel- 
ing, establishment of rapport, participation in socialization—many 
of the factors impelling in psychoneurotics—would function also 
in the case of the psychotics. Occupational therapy would make 
use of success and achievement in the group setting. Projects in 
the crafts, machine shops and print shop, as well as other classes, 
would stress group participation and sharing, mutual recognition 
of effort, and socialization. Recreational therapy would reaffirm 
these forces, 

It is sometimes difficult to appreciate that depressed patients 
may be suffering anxiety about the danger of electric shock, or 
about other aspects of their treatment, anxiety which will often 
remain unrevealed in the usual ward set-up. Group therapy ses- 
sions would facilitate expression of this. The patients would be 
able to voice their apprehensions, to receive response from other 
patients as well as from the therapist, and to obtain reassurance. 

Group treatment of severe psychotics has been reported; and 
extension of this work may prove practical. Schizophrenics, for 
example, may benefit from frank discussion of psychopathology, 
at psychoanalytic and other levels. The use of psychological meth- 
ods equivalent to the revival has been reported in the treatment of 
psychotics. The psychodrama has been employed to enable psy- 
chotic patients to reach their own deeper levels through acting out 
inner forces. Among others, Wender and Schilder have under- 
taken treatment of psychotics by group techniques. 

Psychoneurotic patients. Group therapy in the care of psycho- 
neurotic patients has been more or less widely used, especially in 
the armed services. The psychiatric unit of a general hospital, in 
the setting here considered, must undertake treatment of the psy- 
choneuroses as well as the psychoses. So far as the community is 
concerned, the problem of the psychoneuroses is in many ways the 
more far-reaching. The preponderance of psychoneurotics will be 
managed by means other than hospitalization, particularly private 
office care, but the hospital may nevertheless play an important 
role. It may, first, provide an in-patient haven when necessary for 
severely-ill patients and for acute episodes. Second, it may be 
used as the clearing house for psychosomatic illnesses in patients 
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who enter the hospital on other services, coming to psychiatric con- 
sultation by virtue of the proper orientation of the hospital staff. 
Third, it may give the nursing, laboratory and pharmacologic re- 
sources for special tests. Fourth, the administration of electric 
shock therapy can be safely carried out when desired. Fifth, the 
hospital will supply facilities for treating psychoneurotic out- 
patients. 

In the execution of all these functions for the psychoneurotic 
patient, the use of group methods should play a substantial part. 
The practice in the past, without group methods, was to place the 
patient in a ward or private room in the general portion of the 
hospital, not the psychiatric ward. Psychotherapy on an individ- 
ual basis was given whenever possible during the day. Patients 
referred by other services for psychiatric consultation were usu- 
ally seen individually, both for diagnosis and subsequent therapy. 
Both the general hospital patients and those referred for consulta- 
tion could benefit from group therapy sessions held daily. Ina 
general hospital of about 600 beds, serving a community of several 
hundred thousand, there will usually be eight or 10 patients hos- 
pitalized by the attending psychiatrist for various reasons. An- 
other eight or 10 will be under psychiatric surveillance through 
consultation. Group therapy sessions held for these 15 or 20 pa- 
tients would not only make optimum use of the hospital staff, but 
would also give each patient more ample care. In addition, the 
benefits peculiar to the dynamics of group methods would be at- 
tained. 

Psychosomatic problems. The management of psychosomatic 
problems by group or class techniques has been tested in several 
clinics. The method is primarily feasible for out-patient study, 
but the significant numbers of these problems in a large hospital 
make in-patient group work practicable. Patients with essential 
hypertension, peptic ulcer, mucous colitis and allergic syndromes 
may profit from this more efficient employment of the available 
staff. Other large groups of patients might derive advantages from 
similar methods, including the diabetic, luetic and tuberculous. 

Out-patients can be more adequately treated by group therapy 
means, In large hospitals associated with medical colleges, the 
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burden of out-patient care is usually thrown on the house staff, 
and its members’ endeavors to integrate individual psychotherapy 
with the training of medical students are often sketchy and defec- 
tive. The patients could well be separated into several groups ac- 
cording to the nature of the problems involved, and group therapy 
sessions could be conducted. Individual therapy would, of course, 
not be supplanted, but would be expedited and enhanced by the 
broader method. Hand in hand with the institution of group pro- 
cedures, would go the training of nurses, case workers and medical 
students in the new techniques. The out-patient issue will not be 
elaborated on here, since it is one of the satellite problems of hos- 
pital care, but its importance to the community should not be mini- 
mized. The problems of the returning veteran in particular may 
emerge in this area, and the questions of vocational guidance, fam- 
ily counsel, and of broad economic and social implications in gen- 
eral may well find expression here. The psychiatric clinic cannot 
expect to unriddle all of these issues alone, since other community 
agencies are available, but the relationships of general forces to 
psychoneuroses may well be studied, interpreted and utilized. 
Group methods are most applicable in the examination of these 
problems. 

Alcoholics Anonymous. Hospitals may work in close conjunc- 
tion with Alcoholics Anonymous (A. A.), a loosely-organized group 
of alcoholics seeking to aid themselves. Plans may feasibly be 
set up to allow members of this group to visit wards; and group 
work on the wards may be conducted along lines which can be con- 
tinued into A. A. programs after discharge. The tenets on which 
A. A. is based seem psychologically sound, although the methodol- 
ogy is in great part repressive-inspirational. Startlingly good 
results have been obtained in some studies of patients requiring 
commitment for delusional and hallucinatory episodes. A psychi- 
atric ward serving a community of several hundred thousand will 
see more than 100 acutely psychotic alcoholics a year, and will re- 
lease most of them upon the community absolved only from the 


acute episode, unless follow-up care of the type fostered by A. A. 
is established. 
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INSTRUCTION OF RELATIVES 


An important and time-consuming function of the staff in a psy- 
chiatric hospital surrounds the instruction of relatives. An acute 
service, particularly, such as that found in the psychiatric division 
of a general hospital, makes necessary a liaison with large numbers 
of relatives. The acuteness of illness motivates the family to see 
the physician as often as possible, since a host of questions con- 
cerning the welfare of both patient and the family arise. Visiting 
days throw a heavy burden on the staff, an encumbrance which 
usually curtails sharply, the more direct treatment of patients. 
Often, as many as 30 or 40 groups of relatives must be seen for a 
patient population of 50 or 60. Although the major portions of 
two days a week are devoted to relatives, the information and com- 
fort provided to each family is often scanty and unsatisfactory. 
In addition to the regular visiting days, there is a tremendous vol- 
ume of telephone calls and individual visits of relatives at every 
hour of the day and night. All such queries must be handled indi- 
vidually, but it seems reasonable that more adequate instruction 
and enlightenment by means of group sessions would diminish the 
total time allotted to this function. 

The importance of proper enlightenment of relatives should be 
highly stressed. The reclamation of the patient cannot be con- 
sidered complete except when his status is appraised in terms of 
his family. Factors, salutary or detrimental, can be encouraged or 
eliminated. Individual interviews cover some of these factors 
for each patient, but certain problems are omitted because of the 
brevity of the meeting, or simply because neither physician nor rel- 
ative happens to broach them. Group sessions will permit the air- 
ing of many questions of common interest which may otherwise 
have been ignored by certain relatives. 

The indoctrination of relatives with concepts clarifying mental 
illness can be looked on as a compendious task, ranging from the 
broadest public education to precise, though equally humanistic, 
instruction for the care of the individual patient. The hospital 
finds its proper réle in diverse aspects of this latter function. 

The certification of patients to State hospitals constitutes, for 
most people, a tragic mission. Instilling an understanding of the 
basic rightness of this step is part of the duty of the physician in 
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the private hospital. Although each family is sympathetically in- 
formed of the soundness of legal action, it is undeniable that inade- 
quate data are sometimes given. On a busy service when a number 
of certifications may accumulate for rapid disposition, the proper 
preparation of the family may be slighted. This is an early step 
in the development of fear and misunderstanding of mental illness. 
It may perhaps be countered by the same type of group instruction 
which should help foster understanding during the hospitalization 
of the patient. Discussion of the economic, social and emotional 
advantages of commitment may be handled in group sessions which 
can bring to the participants, among other benefits, the feeling of 
common and shared experience. These sessions should of course 
be supplemented by individual discussions. There would be af- 
forded, through group efforts, another means of enlightening the 
community on the problems of emotional illness. 

Instruction of relatives in aspects of electric shock therapy can 
be promoted by group work. Questions about this form of treat- 
ment occur frequently while patients are still hospitalized, and in- 
crease after discharge if ambulatory treatments are undertaken. 
In the acute-hospital setting described here, about 50 per cent of 
the patients who undergo electric shock therapy in the hospital re- 
turn for a number of treatments on an ambulatory basis. Some 20 
or 30 patients are conveyed to the hospital each morning by their 
relatives for this purpose. Each relative has queries and prob- 
lems which the physician can help elucidate, but the time available 
is so limited that, often, only cursory consideration is given. A 
meeting with the entire group of relatives for half an hour each 
morning would not only provide information, but would again ini- 
tiate the special communizing values of group sharing of emotional 
problems. 

Group sessions will not replace intimate individual contacts with 
relatives, but will supplement them, while saving valuable time 
for the physician. Moreover, the distribution of information to 
families becomes more equitable. It is not unusual for a few ag- 
gressive relatives so to harry and burden the staff that there is 
proportionately little time to devote to the others. More diffident 
kin will benefit in particular by group arrangements. Moreover, 
families paying semi-private or service rates are sometimes more 
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timid than those remitting full rates, and these will profit from 
group procedures. 


There are advantages to group work used in this way which go 
beyond the simple imparting of information. A broadening of 
knowledge is inherent in the method, which takes on almost auto- 
matically the rdle of education. Also, the natural birth of group 
feeling and community of interest, and the release of anxiety 
through sharing common problems, are important steps in propa- 
gating psychiatric understanding. 

A very obvious use of group methods in directing relatives is 
indicated in child guidance. The child guidance clinic is often 
closely associated with a hospital, sharing its psychiatric staff and 
facilities, although in-patient resources are seldom needed. The 
counseling of parents can be effected through the instrument of 
the group in ways easily forecast. Play therapy is an older form 
of group work, utilizing with children some of the principles al- 
ready discussed. 


TEACHING OF MEDICAL STUDENTS AND NURSES 


The psychiatric ward attached to a large general hospital is an 
ideal environment for teaching psychiatry to medical students. 
The opportunities for studying the extremes of the psychoses and 
psychoneuroses, and for learning the concepts of psychosomatic 
illness, are matchless. Instruction of medical students in the hos- 
pital has traditionally made use of certain group methods, in- 
stanced by conferences, case presentations, and ward rounds. 
These techniques yield good results in most phases of psychiatric 
diagnosis and treatment, but slight the type of therapy peculiar 
to psychiatry. This is psychotherapy. 

A score of lectures on the theory and methodology of psycho- 
therapy will be less rewarding than the actual establishment of 
the psychotherapeutic relationship with one patient, under proper 
guidance. The limited number of in-patient psychoneurotics in 
the hospital tends to restrict the medical student to the observa- 
tion and handling of the psychotics. Moreover, the very nature 
of psychotherapy—the establishment of the ‘‘group of two’’— 
militates against observation of methods by students. 
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Group therapy, however, can utilize and demonstrate all the 
techniques to which individual psychotherapy has recourse. The 
construction of rapport and the growth of transference may be 
evinced and later discussed in detail. The permissive, nonjudg- 
mental attitude can be displayed in all its colors and variations, 
and subtle means of fostering and nourishing it can be exhibited. 
Release of hostility and other pent-up emotional energies is a 
prominent feature of group sessions; and management of this tur- 
bulance is important to grasp. These are aspects of psychiatric 
therapy about which the average medical student has the most 
nebulous conception. Sitting in group sessions should provide 
source material for the later didactic discussion and reformulation 
of psychotherapy. 

Teaching of the basic principles of psychotherapy to nurses en- 
counters the same obstacles, and will respond to the methods advo- 
cated. Most schools of nursing provide more or less adequate 
training in the handling of disturbed, depressed and otherwise psy- 
chotic patients. The inculeation of fundamental principles of psy- 
chodynamies is neglected, however, to the detriment of the student 
nurse’s understanding, both of herself and of the psychoneurotic 
patients who will be encountered in every branch of nursing. In 
one school of nursing attached to a large hospital where psychi- 
atry is stressed, and where attempts to imbue psychodynamic ap- 
preciation are in force, the want of opportunity to see psychother- 
apy actually at work handicaps these efforts. Group therapy 
should illuminate these dark corners of pedagogic psychiatry. 
Nurses should leave their three or four months of apprenticeship 
in psychiatry so oriented that they become telling forces in the 
further psychiatric indoctrination of the community, 

The fundamental psychology of the psychoneuroses and of emo- 
tional problems in general can be didactically placed before classes 
of medical students and nurses without significant absorption of 
the cardinal tenets. Intellectual understanding alone is often 
achieved. Without the application of ideas to the richly detailed 
problems of an individual life no true emotional insight may be 
attained by the student. Group therapy sessions in which he sits 
as a witness or even participant should provide the contacts with 
actual living which instill lasting insights. 
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Army psychiatrists whose training had been limited in civil life 
to the management of psychotic patients have experienced a vast 
widening of their own understanding through the handling of 
group therapy sessions. The application of psychiatric principles 
to patients in a setting other than the traditional individual inter- 
view stimulates new discernment. This is in part because the di- 
verse situations which fill the group therapy period have emo- 
tional values for therapist as well as patients, and new insights 
grow rapidly as these changed situations are maneuvered. For 
example, the discussion of guilt feelings referable to combat takes 
on many vivid colors in the group session which are subdued or 
not appreciated in individual interviews. 

Psychoneurotic symptoms reflected in disturbances of the au- 
tonomic nervous system are easily itemized in lectures for stu- 
dents, but appreciation of the protean patterns which may appear 
develops only by actual study of sufficient cases. This process is 
hastened by group work. Sexual problems may often be discussed 
with advantage in group sessions, and prove valuable to the stu- 
dent. Group periods will also be devoted to the positive aspects 
of the mature personality, and students are thus aided in their 
appreciation of the réle of emotional thinking, the meaning of self- 
tolerance, the assessment of the personality’s liabilities and as- 
sets, and the growth of emotional freedom. 

Not only the neuroses, but psychosomatic illnesses and the psy- 
choses can be elucidated for students through group sessions. 


Ro.e oF THE Psycui1AtTric CASE WORKER 


The enlarging and maturing of the field of psychiatric social 
work has given its exponents new skills and competences. Close 
collaboration with psychiatrists in many aspects of diagnosis and 
therapy may be contemplated from capable workers. Both indi- 
vidual and group psychotherapy can be entrusted to selected work- 
ers, and group therapy especially may profit from their special 
training. The hospital employing full-time social workers will find 
multiple channels of usefulness for them in group work with both 
patients and relatives. Many of the aspects of group methods out- 
lined in the foregoing should fall within their scope, and their spe- 
cial skills will render additional services. Extension of the work 
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of the hospital to the community is one of these services. The edu- 
cation of relatives, public health nurses, non-psychiatric case work- 
ers, and other workers in public health, as well as the general pub- 
lic, should be given full play. Within the hospital, the social 
worker will hold group sessions with patients in which emotional 
and adjustment problems are discussed, and thus supplement the 
work of the psychiatrist. 


Pusuic RELATIONS 


There has been a gradual maturing of the attitudes, feelings and 
convictions of the general public as far as mental illness is con- 
cerned. Part of this growth springs from the injection of sound, 
objective viewpoints into our culture through the portals of educa- 
tion and public communications. The hospital can play a definite 
role, albeit a limited one, in directing this growth. The actual 
point of contact the public has with mental illness will be through 
those families personally concerned. The degree of sympathetic 
instruction of these families will be reflected in the general com- 
munity attitude toward mental illness. 


The orientation and enlightenment of physicians and nurses of 
the community is likewise of cardinal importance in fostering 
sound attitudes toward psychiatry. In a large general hospital 
sheltering a psychiatric ward, the groundwork can be laid for psy- 
chiatric indoctrination of other services. Ward rounds on medical 
and surgical wards by psychiatrists exemplify an older phase in 
the laying of this groundwork. Group or class sessions, held as 
noted in the foregoing with patients suffering hypertension, peptic 
ulcer, allergic and other psychosomatic illnesses, will provide an- 
other phase in a broader medical structure. The gradual dissem- 
ination of this basic philosophy will be directed from inner medical 
circles to the general public. 


The promise that group work holds for large numbers of psy- 
choneurotic out-patients, often, unfortunately, neglected or per- 
functorily treated, throws light on another aspect of psychiatry 
close to the public eye. Social agencies of the community will par- 
ticipate eagerly in a program which augurs expanded facilities 
for treatment of these underprivileged patients. 
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Consideration of this question leads us inevitably into problems 
of the economics of medical care. The provision of psychiatric 
care in this country falls into two groups. Acute and early psy- 
choses, and the more chronic psychoneuroses, are usually treated 
in the private office and in private hospitals at the expense of the 
individual family. Psychoses of long standing, the care of which 
would prove of cataclysmic cost to the family, find refuge in state- 
supported institutions. The trend has been toward fuller assump- 
tion of responsibility by the state for treatment of mental and emo- 
tional illnesses. What the tempo of this course will be is uncer- 
tain; but, at present, each community must undertake to work out 
its own plan for psychiatric care, leaning on state assistance in 
whatever measure possible. Group care will lighten the economic 
load for the community, and permit the optimum utilization of 
available psychiatric resources. 

The resolution of psychiatric difficulties of veterans touches on 
another facet of the economic problem. Local communities, in- 
cluding their hospitals, will be called upon to aid in the emotional, 
vocational and social rehabilitation of veterans, and group methods 
should prove fruitful in this task. 


CoNCLUSION 


The application of group methods to the hospital care of psy- 
chiatric patients has been considered from several vantage points. 
It is felt that optimum use of the workers in psychiatry can be 
secured by group procedures aimed at the direct care of patients, 
the guidance of relatives, the teaching of medical students and 
nurses, and the improvement of public relations. The outlines of 
a plan for achieving these objectives have been drawn. 


McCornack General Hospital 
Pasadena, Calif. 
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REVIEW OF LEGISLATION OF THE YEAR 1946 


BY KARL E. WASMUTH AND PAUL O. KOMORA 


The 1946 session of the New York State Legislature was the 
most productive one in years. Of the 1,327 bills passed, 1,002 were 
approved by the Governor, compared with 1,272 passed and 911 
signed last year and 1,179 passed and 796 signed in 1944. The in- 
crease is also reflected in the volume of legislation introduced this 
year: A total of 2,437 bills were considered in the Senate and 2,774 
in the Assembly, compared with 1,981 bills in the Senate and 2,356 
in the Assembly last year. Looking at the record since 1939, we 
find a progressive decrease until 1944, when this trend was sud- 
denly reversed, and a yearly increase set in, with a considerable 
spurt in 1946: 


OOD os cxdaretsartencaeeenee 4,638 
| REL OON MPE  krioiet sl 4,514 
BOI ss ccsacaianes cs cada aan 4,381 
OO 6 kx: dcactenitas meena eee 4,007 
CNR RAIN si) 3,594 
OS uss cota niigusidaeiiumaniiian 3,792 
SS ET eT ar 4,337 
SION «su srteinecdteni albania Rett iBall ata 5,211 


Among the bills affecting the Department of Mental Hygiene 
that received the attention of the 1946 Legislature, 30 were intro- 
duced at the request of the Department. Twenty-four of these be- 
came law. Most of these carried to a conclusion the process of 
rewriting and ‘‘streamlining’’ the Mental Hygiene Law begun in 
1944, following the recommendations of the Moreland Act Commis- 
sion and of the Department itself, which underwent a gradual re- 
organization after the new administration assumed office and a 
new Commissioner of Mental Hygiene was appointed. The lan- 
guage of the law was modernized, ambiguities were clarified, 
statutes were revised that were obsolete or inconsistent with mod- 
ern practice, and various sé¢ctions were rearranged and coordinated 
to conform with other sections and provisions. All changes aimed 
to make the Mental Hygiene Law a more efficient instrument and 
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more adequate for present-day needs of the Department and its 
institutions in their professional and administrative functions of 
providing proper care and treatment for the mentally ill and men- 
tally handicapped wards of the State. 

One of the most important measures enacted was that directing 
the Department of Mental Hygiene to remove patients from build- 
ings of Manhattan State Hospital on Ward’s Island, New York 
City. The Department sponsored this legislation as it cleared the 
way for the reconstruction, with permanent tenure, of this institu- 
tion. The great need for this hospital to serve patients from the 
metropolitan district has been recognized. Under previous legis- 
lation, it had been destined for abandonment; and the State was 
required to vacate Ward’s Island, which was to be developed for 
park purposes. Upon reconsideration by the authorities of the 
City of New York, an agreement was entered into with the State 
under which part of the area has now been allotted to the State 


to be occupied by an entirely new Manhattan State Hospital, of 
modern design, construction and equipment. Plans for this are 
in preparation as part of the Department’s extensive post-war 
building program. Thus, the island will continue to serve the men- 
tally ill and their families and, at the same time, benefit a large sec- 
tion of the city’s population by making a large part of the area 
available as a park. 


The 1946 legislative record as it concerns the Department is 
notable also for the large sums appropriated for post-war con- 
struction to modernize and expand the State hospitals for the men- 
tally ill and the State schools for the mentally defective; and it is 
notable, as well, for a substantial increase in the regular appro- 
priations for the operating budget of the Department and its in- 
stitutions. 


Following is an annotated list of the bills which were enacted 
into law, including not only amendments to the Mental Hygiene 
Law but also amendments to the Civil Service Law and other legis- 
lation of interest to the Department. Certain bills that were ve- 
toed or failed to pass are also summarized, including six of the 
Department’s ‘‘program”’ bills. All but one of the bills (otherwise 
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introduced) which were opposed by the Department failed of pas- 
sage or were vetoed. The bills are grouped under the same head- 
ings as in legislative reviews of previous years. 


APPROPRIATIONS 

The funds appropriated to the Department for operating and 
other expenses during the fiscal year 1946-47, provided in the regu- 
lar budget bill, which became Chapter 55, Laws of 1946, and the 
supplemental budget bills, which became Chapters 57 and 300, 
amount to $93,942,062. This exceeds the amount appropriated last 
year by $15,621,393. 

The appropriations for personal services and for ordinary main- 
tenance and operation are based upon an estimated average daily 
institutional population of 93,085 (an increase of 1,355 over the 
population estimate of last year) and amount to $59,152,854. Of 
this sum, $35,265,400 is for personal service and $23,887,454 for 
maintenance, representing increases, respectively, of $4,999,140 
and $5,713,753 over 1945-46. 

Appropriations for capital projects amount to $34,119,425, which 
are, in the main, for the housing of patients, but include also addi- 
tional staff cottages and service facilities. In addition, there are 
unexpended balances from appropriations for capital projects 
made in previous years, amounting to $30,941,870 and making a 
total of $65,061,295 available for this purpose during the ensuing 
fiseal year. Of this amount, $61,000,000 is for the post-war con- 
struction program. Added to the operating budget, this makes a 
grand total of $124,883,932 appropriated in 1946 for all purposes. 


The appropriations for ordinary operations include an increase 
for central office activities of $210,268, largely for expansion of the 
Department’s child guidance clinic program. There is also the 
sum of $2,500,000 for the refitting, manning and operation of in- 
stitutional facilities leased to the United States Army during the 
war, as and when these facilities are returned to the State, and, 
in addition, $1,482,425 for renovations to buildings and plant gen- 
erally and $1,140,770 for the purchase of equipment. 


An item of $25,000 is appropriated to ‘‘pay to employees subse- 
quently found to have been improperly classified on October 1, 
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1943, the salary to which they would have been entitled on that 
date had they been properly classified.’’ The usual appropriation 
of $669,783 was made for the State Hospital Retirement Fund. 

Chapter 55 also provides $250,000 for payment of salary differ- 
entials to State employees in the military or naval services of the 
United States, as required by Section 245 of the Military Law. 

Chapter 222 raises the additional emergency pay above that pre- 
viously allowed to State employees to meet the increased cost of 
living at rates fixed according to a graduated scale, running from 
30 per cent for salaries of $1,500 or under, to 14 per cent for sal- 
aries of $4,000 and over. Unlike the provision of previous years, 
this additional emergency compensation can be added to the base 
salary for pension or retirement purposes. 

Chapter 146 continues to April 1, 1947, emergency provisions for 
overtime employment and overtime pay for employees in State 
institutions, 

Chapter 195 continues the Post-war Public Works Planning 
Commission to July 1, 1947. 


MENTAL HyGIENE 


Chapters 921 and 922 amend the Administrative Code of the City 
of New York to provide for the relocation and reconstruction of 
Manhattan State Hospital on Ward’s Island, the remainder of 
the area to be developed for park purposes as already noted. These 
enactments supersede legislation which required the State to re- 
move the institution by 1948. They thus provide for the perma- 
nent retention of the hospital on the island and its rebuilding along 
modern lines. 


Chapter 751 amends the Mental Hygiene Law by rewriting cer- 
tain definitions and adding certain others. 


Chapter 472 recodifies Section 34 and incorporates material from 
other sections of the Mental Hygiene Law, relating to powers and 
duties of institution directors. It clarifies the provision with re- 
gard to photographing and fingerprinting of patients and inserts a 
new subdivision relating to family care. Sections 62, 84 and 156 
are repealed. There are also some changes in terminology. 
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Chapter 601 amends the Mental Hygiene Law by rewriting and 
clarifying provisions relating to certain powers of the Department 
and the Commissioner, including the establishment of rules and 
regulations. 


Chapter 600 amends the Mental Hygiene Law by making more 
specific certain provisions defining the jurisdiction of the Depart- 
ment over State mental institutions. 

Chapter 30 amends the Mental Hygiene Law by rearranging and 
bringing up to date the listing of the institutions of the Depart- 
ment. 


Chapter 768 amends the Mental Hygiene Law by rewriting cer- 
tain provisions relating to the powers and duties of the treasurer 
of the Department and its institutions. 


Chapter 783 amends the Mental Hygiene Law by conforming 
the provisions of Section 200-a, relating to the period of observa- 
tion of patients at Syracuse Psychopathic Hospital, to the provi- 


sions applying in this respect to other State hospitals. It also 
clarifies the language. 


Chapter 847 amends the Mental Hygiene Law by limiting the 
time during which certification papers are valid in relation to the 
admission to and detention of epileptic persons in Craig Colony. 
It also brings into uniformity with other similar sections of the 
law the provision relating to written notice by patients of inten- 
tion to leave the institution. 


Chapter 733 amends the Mental Hygiene Law in relation to the 
certification of inebriates by dispensing with the requirement that 
the petitioner serve notice of the proceeding for certification upon 
himself and by changing the period required for notice to conform 
with other similar sections of the law. 


Chapter 731 amends the Mental Hygiene Law in relation to the 
detention of persons in institutions for the mentally ill, by adding 
the phrases ‘‘physician in charge’’ and ‘‘person in charge,’’ to 
include more clearly licensed institutions for the care and treat- 
ment of the mentally ill. 
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Chapter 365 amends the Mental Hygiene Law by providing a 
clearer statement of the present procedure in transferring patients 
from one institution to another, and setting forth the conditions 
under which transfers may be made. It also repeals Sections 89 
and 135 with reference to transfers of non-resident patients, these 
sections being unnecessary as they are covered elsewhere in the 
law. 


Chapter 264 amends the Mental Hygiene Law by eliminating ref- 
erence to a position (chief medical director) which does not exist 
in the Department. 


Chapter 752 amends the Mental Hygiene Law by formalizing 
changes made in departmental organization, with reference to the 
appointment of assistant commissioners and the designating of 
medical inspectors. It clarifies the language of certain sections 
and removes references to procedures covered under other statutes. 


Chapter 753 amends the Mental Hygiene Law by striking out 
references to ‘‘medical inspectors’’ of the Department in provi- 
sions relating to official visits to institutions, and makes other 
changes in terminology. 


Chapter 766 repeals Section 23 of the Mental Hygiene Law and 
re-enacts it in a recodified form. There is also an addition of an 
exception to the procedure, made on humanitarian grounds, with 
reference to the removal of non-resident patients from the State. 


Chapter 765 amends the Mental Hygiene Law by changing the 
terminology under which physicians previously denominated 
‘*qualified examiners’’ will be known as ‘‘certified examiners,”’ 
and psychologists formerly called ‘‘qualified psychologists’’ will 
be referred to as ‘‘certified psychologists.’’ These changes are in- 
tended to avoid misunderstanding by differentiating such persons 
from ‘‘qualified psychiatrists.’’ The amendment also reduces, 
from 15 to 10 days after admission, the period during which direc- 
tors or physicians in charge of institutions for the mentally ill are 
required to forward certain information regarding voluntary pa- 
tients to the Department. 


Chapter 347 corrects a section in the Mental Hygiene Law relat- 
ing to the acquisition of property by eliminating one word. This 
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correction should have been made when another similar section 
was repealed. 


Chapter 840 amends Sections 1374 and 1738 of the Civil Practice 
Act, in relation to the appointment of committees of incompetent 
persons, by changing certain terminology to conform to recent 
changes in titles in the Department. 


Chapter 767 amends the Mental Hygiene Law in respect to the 
establishment of reimbursement rates by making this the joint re- 
sponsibility of the Commissioner of Mental Hygiene, the Director 
of the Budget, and the Commissioner of Social Welfare. It abol- 
ishes the former impractical method of fixing rates and also pro- 
vides for reimbursement of the charges for maintaining patients in 
family care. Certain sections of the Code of Criminal Procedure 
are amended to conform. 


Chapter 635 amends Section 870 of the Code of Criminal Pro- 
cedure to clarify certain procedures under the code relating to in- 
quiries into the mental condition of defendants. 


Chapter 769 amends the Mental Hygiene Law to eliminate am- 
biguity as to the liability of counties for the maintenance of cer- 
tain patients sent to mental hospitals of the Department by Courts 
of Special Sessions, It also changes the terminology with respect 
to poor and indigent patients. 


Chapter 248 amends the Mental Hygiene Law by rewriting and 
modernizing provisions relating to estimates of expenditures pre- 
pared by institution directors. 


Chapter 247 amends the Mental Hygiene Law by changing the 
date for the filing of estimates of institution population with the 
Legislature to conform to the change in the statutory fiscal year. 


Chapter 576 amends the Mental Hygiene Law by providing for 
the examination of safe deposit boxes in the presence of an officer 
of the court or certain other persons, instead of a representative 
of the bank, in relation to the discovery of property owned by pa- 
tients which warrants application for the appointment of a com- 
mittee. 


Chapter 732 amends the Mental Hygiene Law to provide that ex- 
penses of patients on convalescent status, who are public charges, 
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shall be the liability of the town or county in which patients were 
resident at the time of admission to a State hospital. 


‘*Program’”’ Bills Lost 

The following ‘‘program”’ bills were passed by the Legislature 
but vetoed by the Governor for technical reasons: 

Senate Int. 1406, Print 1546, would have amended the Mental 
Hygiene Law by recodifying certain provisions relating to the 
powers and duties of business officers of institutions. 

Senate Int. 1388, Print 1528, would have amended the Mental 
Hygiene Law to clarify the provisions regulating purchases and 
contracts in conformance with the Finance Law. 

Senate Int. 1624, Print 1786, would have amended the Mental 
Hygiene Law by striking out a limitation on powers of attendants 
and employees acting as special policemen. 

The following ‘‘program’’ bills were held in committee and 
failed of passage: 

Senate Int. 1391, Print 1531, would have amended the Mental 
Hygiene Law in relation to certain powers and duties of institution 
directors by providing a constitutional method for the handling of 
funds owned by patients. 

Senate Int. 2294, Print 2583, would have amended the Mental 
Hygiene Law to provide for the election by a member of the State 
Hospital Retirement System of an optional form of payment of his 
retirement allowance, including the provision for payment to the 
beneficiary named by the member of any portion of his contribu- 
tions to the fund not received by him in annuity payments. 

Senate Int. 1380, Print 1520, would have amended the Domestic 
Relations Law to provide that, if a court deemed it necessary that 
the testimony be taken of a physician named to examine a party 
to an annulment action, such testimony could be taken by deposi- 
tion instead of by requiring the appearance of an officer of a State 
mental institution in court. 


Vetoed Legislation Opposed by Department 


Among measures which the Department opposed and which were 
vetoed were: 


vere 


ture 


ntal 
the 


ntal 
and 


ntal 
ants 


and 


ntal 
ition 
ig of 


ontal 
tate 
f his 
» the 
ribu- 


estic 
that 
arty 
D0sI- 
state 


were 











KARL E. WASMUTH AND PAUL 0. KOMORA 297 


Assembly Int. 1446, Print 1715, would have amended the Mental 
Hygiene Law to provide for the appointment of chaplains to men- 
tal institutions, with certain stipulations which the Department felt 
were inadvisable, as the end sought could be better achieved by 
administrative management than by new legislation. | 


Assembly Int. 2694, Print 3252, proposed to amend the Mental 
Hygiene Law to provide for the issuance of ‘‘certificates of recov- 
ery’’ for discharged patients under certain conditions, a proposal 
that the Department considered questionable in theory and un- 
workable in practice. 


Assembly Int. 2394, Print 2677, would have amended the Agri- 
culture and Markets Law by requiring the Commissioner of Agri- 
culture to examine all food produced or obtained for use in State 
institutions. This legislation was opposed by the Department as 
unnecessary and impractical as it would interfere with the effi- 
ciency of existing administrative procedure affecting its institu- 
tions in this respect. 


Opposed and Failed to Pass 


The following bills were also opposed by the Department and 
did not pass: 


Senate Int. 1149, Print 1984, proposed the creation of a Tem- 
porary State Commission to study the care and treatment of pa- 
tients in State mental institutions who are ‘‘children under 16, 
senile and arteriosclerotic patients, alcoholics and patients with 
psychopathic personality.’’ The Department opposed this bill as 
unnecessary and impractical legislation that would not achieve 
more than is contemplated by the Department’s present program 
or that of the Commission on Health Preparedness. 


Senate Int. 1626, Print 1788, proposed to set up in the State 
Health Department a nutrition control board to establish stand- 
ards of nutrition for inmates of State institutions and to maintain 
food inspection. This bill was opposed as contrary to sound policy 
and procedure and in the belief that the objectives of such legisla- 
tion would be better achieved by the present nutrition program of 
the Mental Hygiene institutions. This is making substantial prog- 
ress in dealing with various phases of the food problem. 
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Senate Int. 768, Print 810, would have amended the Mental Hy- 
giene Law in relation to the placement of patients in family care 
and of payment for their maintenance. The Department opposed 
this bill as inadequate and sponsored other legislation which passed 
and which it felt would better attain the ends sought. 


Senate Int. 769, Print 811, would have amended the Mental Hy- 
giene Law to provide for separate wards and buildings in mental 
hospitals for the care and treatment of certain groups of patients. 
This bill was opposed as unsound in its attempt at further differ- 
entiation of classes of patients and as contrary to present methods 
of classification and segregation, which are in accord with accepted 
psychiatric practice based on the mental and physical condition of 
patients as clinically observed, rather than upon technical 
diagnosis. 

Senate Int. 770, Print 812, would have amended the Mental Hy- 
giene Law to require institution directors to cause periodical ex- 
aminations to be made of all patients to determine their eligibility 
for convalescent status. The Department held that the purpose of 
this legislation was best served by administrative procedure gov- 
erned by rules and regulations which already provide for periodic 
examinations of patients. 


Senate Int. 771, Print 813, would have amended the Mental Hy- 
giene Law in relation to the printing, posting and delivery to pa- 
tients of rules and regulations affecting visits, correspondence by 
and with patients, and other legal rights of patients, their commit- 
tees or legal guardians or responsible relatives. The Department 
regarded additional legislation in this regard as unnecessary as the 
subject was covered by existing law and administrative practice. 


Senate Int. 772, Print 814, would have amended the Mental Hy- 
giene Law to provide that all inquiries into the financial means of 
legally liable relatives be made in such a manner as to avoid men- 
tion of the Department of Mental Hygiene. This bill was held to 
be questionable from a practical standpoint and inimical to the ef- 
ficiency of operation of the Department’s reimbursement bureau. 


Senate Int. 872, Print 919, would have amended the Mental Hy- 
giene Law in relation to communications with and visits to patients 
in mental hospitals by relatives and friends. This legislation was 
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opposed as needless in that long-standing administrative procedure 
served the purpose quite as well as, if not better than, the method 
proposed. 
CoRRECTION AND PENAL | 
Chapter 320 amends the Penal Law to provide for authorization 
by next of kin of deceased persons for dissection for other pur- 
poses than determining the cause of death. 


Chapter 525 amends the Correction Law to provide that the cost 
of transportation and maintenance of inmates transferred to and 
from the institutions for defective delinquents at Napanoch or Al- 
bion shall be met by the State. 


Civiz SERVICE 

Chapter 521 amends the Civil Service Law to implement the con- 
stitutional amendment giving veterans preference in civil service. 
Besides preference in appointments and promotions granted to 
disabled veterans, it adds a new preference for non-disabled vet- 
erans for a five-year period, and a new preference in retention in 
the event of abolition of positions to which preference has been 
granted. The legislation is based on the principle of first prefer- 
ence to disabled veterans, then preference to non-disabled veterans 
over non-veterans, as to appointments and promotions, as well as 
retentions. Refusal to give entitled preference is a misdemeanor 
subject to penalty. 


Chapter 935 amends the Military Law to provide that veterans 
must be granted leaves of absence to take educational courses under 
the ‘‘G. I. Bill of Rights.’’ 


Chapter 591 amends the Military Law to provide that a person 
who has passed an examination for a civil service position but was 
prevented from taking the physical examination because of mili- 
tary service, shall have an opportunity to take a comparable physi- 
cal examination if he requests it within 90 days after the end of his 
military service, and that if he passes such examination his name 
shall be put on an eligible list. 


Chapter 188 amends the Military Law to provide that a veteran 
on leave may apply for reinstatement at any time within 90 days 
after the termination of his military service. 
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Chapter 590 amends the Military Law to provide that where 
maximum age requirements are established with respect to civil 
service positions, the period of time during which the applicant 
was engaged in military duty shall not be included in computing 
the applicant’s age. 

Chapter 589 amends the Military Law to provide that one who 
is ultimately promoted shall not lose seniority for certain purposes 
because of the period of time prior to his promotion during which 
he was a member of the armed forces. 

Chapter 173 amends the Military Law to provide that eligibility 
for employment from a military re-employment list for employees 
absent on military duty shall continue for four years from termina- 
tion of such duty. 

Chapter 531 provides that a public employee injured while on 
military duty and incapable of performing the duties of his former 
position may be transferred to a vacant position in the same juris- 
dictional classification and in the same governmental unit. 

- Chapter 508 amends the Military Law to continue to July 1, 
1947, the provision protecting the civil service rights and privi- 
leges of employees serving overseas with the American Red Cross. 

Chapter 397 repeals Section 246-b of the Military Law which 
gave members of the United States Coast Guard Temporary Re- 
serve who were ordered to active duty leaves of absence with pay 
not to exceed 30 days in any calendar year. 

Chapter 214 provides that military duty as defined in the Mili- 
tary Law to protect the rights and privileges of civil service em- 
ployees shall not include employees who voluntarily enter any of 
the military services on or after January 1, 1947. 

Chapter 238 amends the Civil Service Law by liberalizing provi- 
sions relating to the earning of increments by State employees. 

Chapter 469 amends the Civil Service Law to provide that no 
credit be given to candidates for time served as provisional ap- 
pointees in positions to which promotions are sought. 

Chapter 432 continues to December 1, 1947, the provision of the 
Civil Service Law that the Classification Board may, without ex- 
amination, allocate to appropriate titles the positions of State em- 
ployees not heretofore classified., 


1ere 
vil 
cant 
ting 


who 
oses 
hich 


lity 
yees 
ina- 


2 on 
mer 
1ris- 


y 1, 
rl1vl- 
ross. 


hich 
Re- 
pay 


Mili- 
em- 
y of 


rovi- 


t no 
. ap- 


F the 
t ex- 
-em- 











KARL E. WASMUTH AND PAUL 0. KOMORA 301 


Chapter 609 amends the Civil Service Law to establish a Merit 
Award Board for State employees to promote efficiency and econ- 
omy in government functions. 


Chapter 481 amends Section 633 of the Public Officers Law to 
extend to veterans of World War II the same right, as to time off 


on Memorial Day and Armistice Day, as is granted to veterans of 
World War I. 


Chapter 129 amends the Civil Service Law to provide that la- 
borers in the exempt class shall not be required to take and file the 
constitutional oath of office. 


MepicaL PRacTICcE 
Chapter 527 continues to July 1, 1947, permission to veterans 
licensed to practice medicine to apply within three months after 
discharge from military service for renewal of license without ex- 
amination. 


Chapter 674 provides that veterans who are hospitalized or pre- 
vented by illness from applying for renewal of license to practice 
medicine may do so within three months after discharge from hos- 
pital or after recovery. 

Chapter 121 postpones to July 1, 1947, the effective date of an 
amendment to the Education Law requiring hospitals to employ as 
residents or internes only graduates of approved medical schools. 

Chapter 387 extends to July 1, 1947, the date when the practice 
of nursing by others than registered nurses or licensed practical 
nurses will be prohibited. 

Chapter 386 amends the Education Law to extend to July 1, 
1956, the period during which graduates of schools of nursing in 
other states or countries may be admitted to New York State 
Board examinations. 


Chapter 519 amends the Civil Practice Act to permit testimony 
by physicians and nurses, in litigation under certain conditions, as 
recommended by the Surrogates’ Association of the State of New 
York. 
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MISCELLANEOUS 
Chapter 406 continues to March 31, 1947, the Temporary State 
Commission to study and formulate a long-range State health pro- 
gram, better known as the Health Preparedness Commission. 


Chapter 1002 creates a new Temporary State Commission to 
study the various departments and agencies of the State with a 
view to eliminating duplication of their functions, coordinating 
their activities, improving administration, increasing efficiency, 
etc. The commission succeeds the State Economy Commission 
which recently ended its three-year study, and is to report to the 
Governor and the Legislature by March 15, 1947. 

Chapter 445 continues certain provisions of the War Emergency 
Act relating to leaves of absence of public officers, and provides for 
the termination of the State War Council. 

Chapter 836 creates a new Division of Safety in the Executive 
Department to coordinate the activities of State and local agencies 
and to cooperate with Federal and private agencies in the promo- 
tion of safety, accident prevention, fire prevention and control, and 
other safety activities. 


Chapter 613 authorizes municipalities and public corporations 
to lease or lend property to United States agencies for functions 
relating to war work or to hospitalization, rehabilitation or welfare 
of veterans, the legislation to continue in effect only until July 1, 


1949, 


Chapter 839 amends the State law to include the Administrator 
of Veterans’ Affairs among agents of the United States who file, 
in the office of the Secretary of State of New York State, maps of 
land within New York State which has been acquired by the United 
States. It amends Section 52 of Chapter 59 of the Laws of 1909, 
as amended by Chapter 600 of the Laws of 1944, which authorizes 
the Governor to execute a deed or release ceding to the Federal 
government the jurisdiction of land so acquired. 


Chapter 640 amends the Labor Law by eliminating reference to 
the war emergency in relation to overtime labor on public works. 
A resolution adopted by the Senate and Assembly and signed by 
the Governor provides for the appointment of a joint legislative 
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committee to make a survey and study of the social, educational 
and physical problems of individuals afflicted with cerebral palsy 
and to devise and recommend a program for the care, treatment 
and rehabilitation of such persons. The sum of $20,000 is appro- 
priated for the committee’s activities. 


Chapter 461 adds a new section to the Education Law to pro- 
vide for special classes for delinquent children on the same basis 
as classes for physically handicapped children. 

Chapter 516 provides that vacancies in any office to be filled by 
appointment by the Governor, with the advice and consent of the 
Senate, may, until January 1, 1947, be filled by the Governor while 
the Senate is not in session. 


Chapter 155 continues to July 1, 1947, the suspension of the pro- 
hibition in the Agriculture and Markets Law of the purchase of 
oleomargarine by State institutions. 
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1946 WITNESSES GREAT EXPANSION OF WAR-CURTAILED ACTIVITIES 
BY NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 


Expansion of war-curtailed facilities in the fields of prevention, 
treatment and research featured the year of 1946 for the New 
York State Department of Mental Hygiene. 

The program of child guidance clinics was expanded to a record 
total of 170 clinic days a month, compared with the pre-war figure 
of 150 and the program is still expanding. 

Research into cause and treatment of mental illness was inten- 
sified. A new unit for biopsychologic study has been established 
at Rockland State Hospital, to be operated jointly by that hospital, 
the New York State Psychiatric Institute and Hospital, and the 
Council for Research in Social Sciences of Columbia University. 
Dr. Henry W. Nissen, assistant director of the Yerkes Laboratories 
of Primate Biology, was appointed to head the new unit. 

Courses in scientific training and numerous other phases of state 
hospital work have been intensified. The bimonthly departmental 
conferences have been conducted with increased attendance and 
the upstate and downstate interhospital conferences have been re- 
sumed. Special classes have been conducted at the Psychiatric In- 
stitute and the Syracuse Psychopathic Hospital for resident physi- 
cians assigned for the study from all the state institutions. The 
assistant_directors (clinical) and the assistant directors (admin- 
istrative) have attended advanced classes in their particular fields. 
Social workers’ seminars have been held for the upstate and down- 
state areas. A three-month program of in-service training at the 
Psychiatrie Institute was announced for social workers. Special 
meetings have been conducted for principals of the schools of nurs- 
ing and the department encouraged attendance of principals at 
the annual convention of the New York State League of Nursing 
Education in Buffalo. The usual postgraduate course in neurol- 
ogy and psychiatry was conducted at the New York State Psychi- 
atric Institute and Hospital in the fall. Extensive educational 
work was done at Manhattan State Hospital as well as at the Insti- 
tute. Physicians assigned to Manhattan for study are accepted 
in collaboration with the course in psychosomatic medicine at Co- 
lumbia. 
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Intensive efforts to improve the patients’ diets were under- 
taken during the year. Increased appropriations became available 
for food purchases; and a program of active training of food serv- 
ice managers and personnel was launched. The department’s first 
school for food service managers and others was conducted at 
Hudson River State Hospital in the fall. 

During the year the population of the New York institutions, 
which had declined during the war, resumed its upward trend. 
Commissioner Frederick MacCurdy, M. D., has predicted that the 
annual rate of increase in the institution populations will rise to 
at least the pre-war level. To meet this problem, the state’s post- 
war building program has been accelerated. 

More than $93,000,000 has been allocated by the state’s Post- 
war Public Works Planning Commission for construction at al! of 
the Department of Mental Hygiene institutions. Manhattan State 
Hospital, once slated for abandonment, is being modernized at a 
cost of $15,000,000, to accommodate 3,160 patients. The estimates 
are on the basis of 1940 construction costs. 

Important construction authorized during the latter part of 
1946 includes the allocation to Harlem Valley State Hospital of 
$6,598,553 for a medical and surgical building, one for disturbed 
patients, an addition to the power plant, and staff houses. More 
than $2,500,000 has been allocated for two infirmary buildings and 
other construction at Letchworth Village. Another major pro- 
ject calls for improvements at Rome State School involving the 
construction of what will be practically a new institution. 

The modernization of the statistical system of the department 
through the use of business machines was continued during the 
year. The system has speeded up the work of compilation of data 
from the institutions, has cut down enormously the former amount 
of paper work and has greatly increased the value of the depart- 
mental records for research, 

A number of changes in key personnel of the department oe- 
curred. Dr. Willis E. Merriman retired as senior director at 
Utica State Hospital on April 30 and was succeeded by Dr. Arthur 
W. Pense as acting director. Dr. Pense continues to serve as 
deputy commissioner of the department. Dr. John R. Ross, senior 
director of Hudson River State Hospital, retired on November 30 
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after more than 36 years in the state service. Dr. Ross originally 
retired on August 1, 1943 to become superintendent of Rhode Isl- 
and State Hospital. He was reinstated at Hudson River on April 
1, 1944. Karl E,. Alderman, senior business officer at Rochester, 
died on June 23. He had been at Rochester since 1939. Jesse B. 
Fordham retired as senior business officer at Utica State Hospital 
on November 1 after having headed that institution’s business af- 
fairs for 24 years and having been for 48 years in the state hospital 
system. 
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EDITORIAL COMMENT 


POPULAR PSYCHOSURGERY 

We would be the first to advocate as wide dissemination as is practicable 
of the scientific knowledge which man needs to deal successfully with him- 
self and his problems. And we are certainly no enemies of freedom of the 
press. Therefore, we merely raise the question of whether a greater sense 
of responsibility on the part of science editors of our general periodicals 
would not be of public benefit. 

The magazine Life, which did America’s public mental institutions a 
great disservice last May,* has now managed, we conceive, to confer the 
same favor on the whole profession of psychiatry.t In a short but profusely 
illustrated unsigned article, Life proceeds to tell its general audience the 
facts of life about surgical treatment of the psychoses. Psychosurgery is, 
of course, pre-frontal lobotomy. Pre-frontal lobotomy is brilliant brain 
surgery, but it is a drastic procedure about the value of which, it would be 
extreme understatement to say, comparatively few psychiatrists are en- 
thusiastic and comparatively few are even ambivalent. There are rather 
widespread doubts, in fact, as to whether the results imputed to it justify 
its employment, which is not general at the present time. 

Infe, however, has no such professional doubts about it. Pre-frontal 
lobotomy, to Life, is concededly a last resort, a desperate measure to be 
undertaken only when ‘‘other forms of psychotherapy, the commonly-used 
insulin and electric shock’’ (the Italies are ours) have failed. Life notes 
that ‘‘there is a great deal to be learned before the operation can be con- 
sidered to have passed beyond the experimental stage,’’ but makes the sei- 
entific finding that it is worth trying in a hopeless case, since about 60 per 
cent of patients so treated recover or improve and there are only two or 
three deaths to the hundred. This, one would conclude from the Life 
article, is the opinion of psychiatrists in general. 

life then proceeds, with illustrations, to explain the dynamies by which 
psychosurgery benefits mental patients. Imposed on a background of the 
human brain is a cartoon showing, in animate form, four of the components 
of the human psyche; the id illustrating with some restraint in the inter- 
ests of mailing privileges and good taste just what boy would like te do 
when he meets girl, the ego at his executive desk deciding that to do so 

*Life, May 6, 1946, p. 102. Bedlam 1946. Most of U. 8. Mental Hospitals Are 


a Shame and a Disgrace. By Albert Q. Maisel. 


tlife, March 3, 1947, p. 93. Psychosurgery. 





308 EDITORIAL COMMENT 


would be a stupid mistake, the professorial super-ego pointing out that 
it would be wrong anyway, and the decision at the top level that tipping 
one’s hat is the appropriate action under the circumstances. 

On the following page, there is an illustration of what happens in a ease 
of agitated depression; the enraged super-ego threatens the shackled id 
and frightened ego; and at the top level all is confusion. Next, one sees 
what the psychosurgeon does about this state of affairs. The super-ego, it 
appears, is located in the frontal lobes of the brain; the psychosurgeon sim- 
ply performs pre-frontal lobotomy—which looks in the cartoon more like 
lobectomy—the super-ego falls dead; the patient recovers, minus super-ego; 
and all is well, since the ego, which has common sense after all, can now 
control the id comfortably. On following pages are illustrations of the 
actual operation, which are all right with us if Life wishes to entertain 
algolagniac readers. 

But we submit that this misbegotten child of brain surgery and half- 
understood Freudianism is not only something we never expected to en- 
counter outside of an hallucination; but that the theories and the aims of 
psychiatry are distorted beyond recognition; and that a dangerously mis- 
leading article has had wide cireulation before the general public. 

One would not presume to know just how a psychosurgeon regards this 
pseudo-Freudian interpretation of his specialty; but from the analytic 
point of view it is a monstrosity. Id, ego and super-ego are Freudian 
terms; and persons who do not use them in the analytic sense have no 
right to use them at all. The analyst does not locate the super-ego in the 
frontal lobes; he does not locate it at all. The idea of doing so reealls a 
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after more than 36 years in the state service. Dr. Ross originally 
retired on August 1, 1943 to become superintendent of Rhode Isl- 
and State Hospital. He was reinstated at Hudson River on April 
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unknown extent on the existence of the frontal lobes. But innumerable 
reports have been made on the results of traumata—purposeful and acci- 
dental—to the frontal lobes; and it is understating the matter to say that 
these have been inconclusive. If the super-ego represents one of the 
‘‘higher intellectual functions’’ which it is permissible to doubt—one may 
recall Huckleberry Finn’s observation that if he owned a yellow dog with 
no more sense than his conscience, he would take him out and shoot him— 
we might expect to find engrams wrought by the super-ego near the motor 
centers concerned in physical reactions, those controlling vision, hearing, 
taste, for instance. And all this is nothing more than speculative guess- 
work. 

To proceed further concerning the matter of psychosurgery killing the 
super-ego; if that is what psychosurgery does, it is the first we have heard 
of it. Nobody knows what insulin ‘‘shock’’ or electric shock does; none 
of the almost innumerable theories has been generally accepted. Stull less 
is known about what pre-frontal lobotomy does. 

Case report after case report of lobotomized patients indicates that one 
general result is a dulling of affect. These patients’ emotions seem 
blunted. What is done to the super-ego is another question. The conduet 
of some lobotomized patients suggests general impairment of judgment 


and mental functioning as a whole rather than damage to the super-ego 
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POPULAR PSYCHOSURGERY 


We would be ie first to advoeate as wide dissemination as is practicable 
of the scientific knowledge which man needs LO Gedi suceessiuuy Wace woe 
self and his problems. And we are certainly no enemies of freedom of the 
press. Therefore, we merely raise the question of whether a greater sense 
of responsibility on the part of science editors of our general periodicals 
would not be of publie benefit. 

The magazine Life, which did America’s public mental institutions a 
great disservice last May,* has now managed, we conceive, to confer the 
same favor on the whole profession of psychiatry.t In a short but profusely 
illustrated unsigned article, Life proceeds to tell its general audience the 
facts of life about surgical treatment of the psychoses. Psychosurgery is, 
of course, pre-frontal lobotomy. Pre-frontal lobotomy is brilliant brain 
surgery, but it is a drastic procedure about the value of which, it would be 
extreme understatement to say, comparatively few psychiatrists are en- 
thusiastic and comparatively few are even ambivalent. There are rather 
widespread doubts, in fact, as to whether the results imputed to it justify 
its employment, which is not general at the present time. 

life, however, has no such professional doubts about it. Pre-frontal 
lobotomy, to Life, is concededly a last resort, a desperate measure to be 
undertaken only when ‘‘other forms of psychotherapy, the commonly-used 
insulin and electric shock’’ (the Italies are ours) have failed. Life notes 
that ‘‘there is a great deal to be learned before the operation can be con- 
sidered to have passed beyond the experimental stage,’’ but makes the sci- 
entific finding that it is worth trying in a hopeless case, since about 60 per 
cent of patients so treated recover or improve and there are only two or 
three deaths to the hundred. This, one would conclude from the Life 
article, is the opinion of psychiatrists in general. 

Infe then proceeds, with illustrations, to explain the dynamies by which 
psychosurgery benefits mental patients. Imposed on a background of the 
human brain is a cartoon showing, in animate form, four of the components 
of the human psyche; the id illustrating with some restraint in the inter- 
ests of mailing privileges and good taste just what boy would like te do 
when he meets girl, the ego at his executive desk deciding that to do so 


*Life, May 6, 1946, p. 102. Bedlam 1946. Most of U. 8S. Mental Hospitals Are 
a Shame and a Disgrace. By Albert Q. Maisel. 
tLife, March 3, 1947, p. 93. Psychosurgery. 
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would be a stupid mistake, the professorial super-ego pointing out that 
it would be wrong anyway, and the decision at the top level that tipping 
one’s hat is the appropriate action under the circumstances. 

On the following page, there is an illustration of what happens in a case 
of agitated depression; the enraged super-ego threatens the shackled id 
and frightened ego; and at the top level all is confusion. Next, one sees 
what the psychosurgeon does about this state of affairs. The super-ego, it 
appears, is located in the frontal lobes of the brain; the psychosurgeon sim- 
ply performs pre-frontal lobotomy—which looks in the cartoon more like 
lobectomy—the super-ego falls dead ; the patient recovers, minus super-ego; 
and all is well, since the ego, which has common sense after all, can now 
control the id comfortably. On following pages are illustrations of the 
actual operation, which are all right with us if Life wishes to entertain 
algolagniae readers. 

But we submit that this misbegotten child of brain surgery and half- 
understood Freudianism is not only something we never expected to en- 
counter outside of an hallucination; but that the theories and the aims of 
psychiatry are distorted beyond recognition; and that a dangerously mis- 
leading article has had wide circulation before the general public. 

One would not presume to know just how a psychosurgeon regards this 
pseudo-Freudian interpretation of his specialty; but from the analytic 
point of view it is a monstrosity. Id, ego and super-ego are Freudian 
terms; and persons who do not use them in the analytic sense have no 
right to use them at all. The analyst does not locate the super-ego in the 
frontal lobes; he does not locate it at all. The idea of doing so recalls a 
story from the days when Darwinism was a burning issue: The medical 
school seoffer looks up from the corpse he is dissecting with the remark that 
he has never found a soul in a dissecting room—to be answered by the 
school atheist, ‘‘Only a fool would look for one there.’’ Only a fool would 
look for the super-ego there either. 

The super-ego is not an anatomical detail. It is a function within a 
function, that is, within the function of the organism which we call the 
human mind. Presumably, it leaves the record of its functioning in en- 
grams (if they are not functions too) in the organ which is employed for 
its expression—that is generally accepted theory—but it is theory; ap- 
paratus to detect an engram has not yet been devised; and we know of no 
pathologist foolish enough to attempt a search for one. We know of no 
reason to assume that the super-ego is located in the frontal lobes other than 
the fact that the development of the frontal lobes seems to represent the 
principal difference between the brain of man and the lower animals. We 
consequently believe that ‘‘the higher intellectual functions’’ depend to an 











t that 
pping 


a case 
led id 
ie sees 
220, it 
n sim- 
‘e like 
r-ego; 
n now 
ot the 
ertain 


half- 
to en- 
ms of 
y mis- 


ls this 
alytie 
udian 
ve no 
in the 
alls a 
edical 
k that 
y the 
would 


hin a 
ll the 
n en- 
d for 


3 «ap- 
of no 
of no 
than 
it. the 

We 
to an 








EDITORIAL COMMENT 309 


unknown extent on the existence of the frontal lobes. But innumerable 
reports have been made on the results of traumata—purposeful and acci- 
dental—to the frontal lobes; and it is understating the matter to say that 
these have been inconclusive. If the super-ego represents one of the 
‘‘higher intellectual functions’’ which it is permissible to doubt—one may 
recall Huckleberry Finn’s observation that if he owned a yellow dog with 
no more sense than his conscience, he would take him out and shoot him— 
we might expect to find engrams wrought by the super-ego near the motor 
centers concerned in physical reactions, those controlling vision, hearing, 
taste, for instance. And all this is nothing more than speculative guess- 
work. 

To proceed further concerning the matter of psychosurgery killing the 
super-ego; if that is what psychosurgery does, it is the first we have heard 
of it. Nobody knows what insulin ‘‘shock’’ or electrie shock does; none 
of the almost innumerable theories has been generally accepted. Still less 
is known about what pre-frontal lobotomy does. 

Case report after case report of lobotomized patients indicates that one 
general result is a dulling of affect. These patients’ emotions seem 
blunted. What is done to the super-ego is another question. The conduct 
of some lobotomized patients suggests general impairment of judgment 
and mental functioning as a whole rather than damage to the super-ego. 
Consider the patient* who before the operation had been a very fastidious 
woman and who wet and soiled for a month afterward, giving as her rea- 
son: ‘‘It seems to be a custom around here.’’ Or consider the housewife 
who, once depressed and agitated, now wears a constant hebephrenie grin 
and expells flatus for the ‘‘amusement’’ of her acquaintances. (This is a 
ease report also.) 

It should perhaps be mentioned also that if Life is correct in its view that 
psychosurgery kills the super-ego, Life’s scientific writers appear to be at 
some variance with those of that picture-magazine’s news-weekly counter- 
part Time. Last December,t Time reported a case of pre-frontal lobotomy 
performed on a young woman considered ‘‘criminally insane,’’ after she 
had been arrested in Detroit on charges of stealing and arson. ‘‘ Her ree- 
ord,’’ says Time, ‘‘started at the age of four when she began to steal. She 
spent 15 years in reform schools and prisons. She had been thrown out of 
bordellos for injuring patrons, had hustled outside Army camps, boasted 
two murders.’’ Time reports that this woman—who has been presented be- 
fore the Michigan Society of Neurology and Psychiatry—showed an ‘‘amaz- 


*Prefrontal lobotomy and chronic psychosis. By Magnus C. Petersen, M. D., and 
Harold F. Buchstein, M. D. Am. J. Psychiat., 99:3, November 1942. 


tTime, December 23, 1946, pp. 66-67. Kill or Cure. 













































































310 EDITORIAL COMMENT 







ing transformation’’ after pre-frontal lobotomy. She is quoted as wishing 
to ‘‘ ‘go home and lead a normal life.’’’ The hospital in which she was a 
patient is quoted as considering her ‘‘ ‘quite friendly, cooperative, seriously 
interested in the future .-. . Previous aggressive sexuality has apparently 
vanished.’ ’’ We submit that any person aware of the meaning of the term 
could not contend that psychosurgery had killed this young woman’s super- 
ego. If Life can make the scientific finding that psychosurgery does just 
that, Time might, with equal justice make the even more fantastic finding 
that pre-frontal lobotomy, far from killing the super-ego, actually creates a 
super-ego in a psyche previously totally lacking in one. 

Finally, if one could kill the super-ego, what responsible psychiatrist 
would? The great unsolved and, at the moment seemingly unsolvable, psy- 
chiatrie problem of today is a certain type of psychopath—the man without 
a conscience. There is only too abundant evidence in everyday life that 
the ego cannot be trusted. If one considers the emotion of love, for ex- 
ample, it is evident that id, ego and super-ego must participate in it if it is 
to be either complete or of worth to those who love. For every emotion in- 
volves ambivalence. Where there is open, manifest Eros, we know there is 
the hidden, unconscious Thanatos. We conceive that it is largely the super- 
ego which restrains the aggression of Thanatos against the love object. 
This could be multiplied by endless examples from other ordinary experi- 
ences of life. It is difficult to conceive of a psychiatrist who would treat # 
psychosis by transforming the psychotic into an anti-social psychopath. 
Fortunately we do not believe this is what psychosurgery does. The evi- 
dence of case reports is not such as to give us any very clear idea at all of 
what it does. 

Under these circumstances we consider a report of the nature of this one 
in Life definitely harmful. We feel that the publication of this sort of 
thing is irresponsible. It gives a false idea of psychiatry and its objec- 
tives. It leads relatives of ‘‘hopeless cases’’ to seek a drastic procedure 
which many psychiatrists consider of doubtful value. To repeat, one feels 
that in the preparation of articles of this sort there should be a greater 
sense of editorial responsibility. The question might even be raised as to 
whether scientific editors should not have more scientific training than the 
generality appear to have. At least a sense of responsibility strong enough 
to seek the generally-held opinion in a scientific specialty which is the sub- 
ject of a popular article would be of public benefit. 
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BOOK REVIEWS 


Their Mothers’ Sons. By Epwarp A. Srreckxer, A. M., M. D., Se. D., 
Litt. D., L.L.D. 220 pages. Cloth. J. B. Lippincott Co. Philadel- 
phia. 1946. Price $2.75. 


Here is a book that has long been needed. Its inspiration came from the 
author’s experience as consultant in neuropsychiatry to the Secretary of 
War and the Secretary of the Navy in World War II. In the course of his 
duties, he learned of the vast numbers of men who broke under emotional 
stress, under combat or near-combat situations. There were at least 600,000 
who had passed the rigid physical examinations of the induction boards 
besides 1,825,000 rejected by draft boards for neuropsychiatric disorders, 
nearly all of which were functional in character and termed psychoneu- 
roses. In addition, there were another half-million who attempted to evade 
the draft and all military responsibility. These were generally recognized 
as having character defects and were classed among the neurotics. 

During the four years of the War between the States, little was heard 
of disabilities such as these ; some cases of malingering were recognized and 
a neurosis called ‘‘soldier’s heart’’ was described by Da Costa, Weir 
Mitchell, Luther Bell and other competent neurologists but the cases were 
relatively few. In 1917, so-called ‘‘shell shock’’ occurred in such numbers 
as to arrest the attention of the medical men of America and the world. 
A generation later, 1940-45, it was disclosed that functional nervous dis- 
orders had become so widespread as to cause general alarm for the stamina 
of the nation. Why? 

This book tells us the conclusions of an experienced and well-informed 
psychiatrist. He points an accusing finger at the ‘‘moms’’ of the weakling 
young men. He charges that the latter had been raised to be mothers’ pets 
and not to face life as it must be encountered. They had not been ‘‘emo- 
tionally weaned’’ and so were destined to remain home-bound, immature 
and poorly equipped for life’s responsibilities and hardships. 

The author does not answer the question which will arise in the minds 
of the readers and which clamors for recognition: What happened to bring 
about the change in motherhood from the Spartan mothers of ’61 into the 
clinging, protective, possessive ‘‘moms’’ of today? The author does not go 
into this phase of the subject but several references seem to indicate that 
he knows the answer, and perhaps he is reserving this subject for another 
book. He says: ‘‘ Weaning is as much a part of motherhood as nursing. 
Taking away from the child is as important as giving to it. . . . The phase 
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of taking away from or the rejection of the child by the mother would not 
only be ineffective but would be senseless cruelty unless it had been pre- 
ceded by the clinging and protective phase.’’ 

The reviewer interprets this as implying that the nurseling requires not 
merely physical protection, without which it would die, but also it must 
be loved and cherished. The anxiety and terror experienced in the pangs 
of birth must be compensated for by love so that the infant acquires a sense 
of protection and of safety, and so that he gains courage. But a year is 
enough; by that time he has acquired locomotion, no longer needs the sup- 
port of his mother’s arms and should be encouraged to indulge his curios- 
ity, to explore his small world and acquire interests in it. When he has en- 
joyed and gained all the satisfactions to be supplied by the first phase, he 
js prepared to move on to new experiences and new satisfactions. Where 
this phase has not been well experienced, there is danger that fear and a 
sense of insecurity will persist and become a part of his emotional pattern. 
The child that is bottle-fed has been rejected too soon, the trauma of birth 
has been followed by the trauma of rejection before he has had the time 
and opportunity to acquire security and courage. 

The author selected for a subtitle: ‘‘The Psychiatrist Examines an 
American Problem’’; and this definitely places it upon our doorstep. 


Pointers to Parents. By Reinnarp V. Lozier, M. D. 141 pages. Cloth. 
J. B. Lippincott Co. Philadelphia and New York. Price $2.00. 


Dr. Lozier is a well-known West Coast pediatrician, medical director of 
the Good Shepherd Foundation and the author of Bringing Up Your Child. 

In his recent book he gives specific directions and advice relative to the 
boy or girl from the time of birth until he gets ideas of marriage. Its style 
is that of a manual which can be consulted readily and the instructions are 
brief and specific. He summarizes each chapter in two columns, ‘‘Do’’ and 
‘*Don’t.’’ The author not only discusses problems of feeding, sleep habits, 
teething, exercise and physical growth, but also describes the symptoma- 
tology and treatment of childhood diseases, gives advice on discipline, char- 
acter training and teen-age problems including questions relative to sex 
and marriage. Also the book contains charts and tables, and the many 
drawings are amusingly expressive. In other words, this compact volume 
will be helpful in relieving the worries of the anxious mother and father. 
The psychiatrist, in recommending the book, will probably want to warn the 
parent that the modern psychiatric attitude toward such things as mastur- 
bation and thumb-sucking does not call for mechanical restraints and is 
more permissive than the author’s. 
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Textbook for Psychiatric Attendants. By Laura W. FiTZsIMMONs, 
R. N., B. S., M. A. 328 pages. Cloth. The Macmillan Company. 
New York. Price $3.50. 


This textbook warrants a long and detailed review because it is the first 
textbook which has been published relative to the education of psychiatric 
attendants and because it is one of the most important books of the year 
designed for the better future care and treatment of the mentally ill. It 
is a ‘‘must’’ book for all psychiatric attendants and for all those who su- 
pervise and teach psychiatric attendants. 

Miss Fitzsimmons is not only highly educated but is a leader and organ- 
izer. She is assistant director of nurses, and chief neuropsychiatric nurse, 
U. S. Veterans’ Administration, and is chairman, committee of psychiatric 
nursing, National League of Nursing Education. She is the author of A 
Manual for Training Attendants in Mental Hospitals, which was received 
with such favor that the author was encouraged to enlarge and elaborate 
upon the material outlined therein and to add other pertinent material. 

Textbook for Psychiatric Attendants is a book which administrators 
of mental hospitals have been ‘‘erying for’’ for years, since they realize 
that the bulk of the care of mental patients has fallen on the attendant. 
They realize that if attendants were systematically trained, patients would 
receive better and more understanding care, probably shortening the period 
of the patient’s hospital residence. The text was written only after consul- 
tations with a score of outstanding mental hospital administrators. In spite 
of this, it is probable that the book will be considered too extensive and 
technical and that it reads too much like a textbook for psychiatric nurses. 
However, nurses in general would profit from reading the text and espe- 
cially those nurses who have had little psychiatric experience. 

Chapter one introduces the attendant to the history of the treatment of 
mental disorder, discusses popular misconceptions and orients the attend- 
ant for his job. 


The second chapter gives one the impression that the author wanted to 
say to the attendant, ‘‘Now, let’s assume you are employed at the admis- 
sion building. How can a patient gain admission and what are you as an 
attendant to do in the immediate care and supervision of this mentally ill 
person?’’ It describes and tabulates observation and charting, prevention 
of suicide and injuries, need and means of restraint, preventing elopements, 
and, finally, the dietary needs of the patient and feeding problems. 
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Emergencies and first aid have a chapter of their own where artificial 
respiration, treatment of poisoning, burns, wounds, clothing on fire, frac- 
tures and bandaging are described. 


? 


The fourth chapter, ‘‘Ward Housekeeping,’’ is very important for the 
attendant. How to clean and dust a patient’s room, the ward, the bath- 
room, and the linen room is tabulated in detail. The care of glassware, of 
rubber goods, the care, cleaning and maintenance of all types of floors and 
walls, the prevention and extermination of pests are presented in detail. 
Several paragraphs offer advice relative to D. D. T. 

Then follows a chapter on special therapies such as occupational therapy, 
habit training classes, recreational and occupational therapies and the value 
of various forms of hydrotherapy. The prolonged neutral bath, the hot 
wet pack, the cold wet pack and the sitz bath are tabulated, as to purpose, 
important pointers to remember, equipment, technique, after-care, obser- 
vation and recording. 

The nursing care of the overactive, excitable patient, of the depressed 
and retarded patient, of the senile patient and of the patient suffering from 
toxie conditions is described in a plain and readily understandable manner 
in chapter eight. This information will be of great value to the attendant 
since he will be told specifically how to handle such types of patients. For 
example, in the managing of the disturbed patient, the author advises as 
follows: (1) Know your individual patients, (2) Anticipate what you are 
going to do. (3) Avoid becoming excited. (4) Do not allow patient to get 
behind you. (5) Approach fighting patient from the rear. (6) Use a mat- 
tress as a protecting shield if patient is threatening with a weapon. 

The chapter, ‘‘Treatment and Procedures,’’ describes how to take tem- 
perature, pulse and respiration, how to make an unoccupied bed, how to 
make an occupied bed, how to care for the skin, the mouth, false teeth, how 
to comb hair, how to give an evening care bed bath, a cleansing bed bath 
and a tub bath, how to get helpless patients in a chair, how to lift and 
move a patient in bed, how to use removable back rests, bed cradles, knee 
rolls, rubber rings, sand bags, how to give and remove bedpan and urinal, 
how to fill a hot water bottle or an ice cap, how to use cold compresses or 
hot wet dressings and how to give enemata. It also describes how to estab- 
lish a complete isolation unit and how to prepare the patient after death. 
All these ‘‘hows’’ are tabulated as to purpose, points to remember, equip- 
ment, technique, procedure, aftercare and recording. 

The final chapter contains the definition and explanation of 111 psychi- 
atric and general medical terms. This chapter also lists the abbreviations 
and signs used in hospitals and by physicians when writing orders. 
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White Caps. The Story of Nursing. By Victor Ropinson, M. D. 414 
pages. Cloth. J. B. Lippincott Co. Philadelphia. Price $3.75. 


This was the last book written by Dr. Robinson, who was considered the 
world’s best known medical historian and who was professor of history of 
medicine at Temple University School of Medicine. 

White Caps is more than the story of the history of nursing. It is an 
encyclopedia of nursing. Because of this it is not fascinating reading and 
it seems disconnected. However, it is factual and outlines all that can be 
known relative to the development of the nursing profession from the 
earliest times in history. The Hotel Dieu of Paris where Augustinian nuns 
tended the sick without interruption for 1,200 years (from 651 A. D.) and 
where it was customary to put sick, injured, dying, and convalescing pa- 
tients in the same bed in groups of six; St. Vincent de Paul, the father of 
orphan asylums and organized charity, whose entire career was spent in 
the midest of vice, violence, piracy, and the high-powered intrigue of the 
seventeenth century; Florence Nightingale, the founder of organized nurs- 
ing; Clara Barton’s nursing problems during the Civil War; nurse Edith 
Cavell sacrificing her life in World War I so that others might live; the 
little-known men and women who received neither fame nor reward—all of 
these move across the pages of nursing history. 

The remaining pages of the book contain ‘‘March of the Nurse’’ which 
is a chronological table of events and biographies and 29 pages of biblio- 
graphical notes which are detailed and extensive, showing the tremendous 
number of facts relating to nursing which Dr. Robinson accumulated dur- 
ing his life time. White Caps therefore, should be purchased for all 
nursing school libraries. 


Casualty. By Rosert Lowry. 153 pages. Cloth. New Directions. New 
York. Price $2.00. 


This is a very short, but well-written novel apparently based upon the 
experiences and opinions of the author, who was in the military service for 
39 months in Africa and Italy. 


It is the story of an enlisted man, who became a casualty as a result of 
his own emotional inadequacies for which the author does not hesitate to 
blame the ‘‘lot of saluting and little shooting’’ type of officer who so often 
injures the morale of wartime armies. It relates the personal and the moral 
indifference which men show when they are away from their homes and 
families. The situations described are typical of those experienced by men 
who have served overseas. The type of conversation and the attitude toward 
morals are honestly and frankly described. 
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A Psychology of Growth. By Berr I. Beverity, M. D. Foreword by 
Lucile Petry, Editorial Advisor for the McGraw-Hill Series in Nursing. 
First edition. 235 pages. MeGraw-Hill Book Co., Inc. New York 
and London. 1947. Price $2.50. 

The systematic knowledge and investigation of the genesis, the powers 
and the functions of mind as it parallels physiological growth is about 
what the author intended to suggest by his title to this text-book. Its pri- 
mary purpose is to give to nurses the understanding of themselves and of 
their patients that is essential to a mastery of the art of nursing. It is a 
volume included among the ‘‘McGraw-Hill Series in Nursing’’ and is 
written by the Rush assistant professor of pediatrics at the University of 
Illinois College of Medicine, director of the children’s behavior clinic at 
this university and chairman of the mental health committee, American 
Academy of Pediatrics. 

A Psychology of Growth describes in a clear manner the mental 
growth of the human being from birth to adulthood and discusses such sub- 
jects as intellectual growth, mental deficiency, fears, behavior problems and 
juvenile delinquency. However, there are statements in the book to which 
some psychiatrists and psychologists—though certainly not all—would take 
exception. For example, the author states that the baby sucks his thumb 
for emotional satisfaction and should be allowed to do so; that a comfort- 
able rocking chair is an essential adjunct to the nursery and that the child 
should be rocked or held as long the child wishes to be held or rocked ; that 
the child should be made to concentrate his affections upon the mother only ; 
that the mother need not worry about spoiling the child. He says the 
child will discontinue bed-wetting when he is ready, will accept such re- 
sponsibility when he wants to and not before so that failure should be 
treated with unconcern since he will soon get more satisfaction from using 
the toilet than from soiling his diaper. ‘‘The answer is that a child should 
NEVER be broken to or from anything. When these habits continue 
longer than they should, the probable reason is either that the child has 
not been able to grow sufficiently to take on the responsibility in question 
or that the parents are expecting their normal youngster to grow up too 
rapidly. If undesirable behavior continues beyond the period when it 
might reasonably be expected to change, one should try to determine why 
growing up has been too difficult for the child. When emotional needs 
are met and expectations are not too great, children take on responsibilities 
at the proper time. They do things when they are ready, that is, when 
they have reached the right level of growth. . . . If a child who once as- 
sumed responsibility for toilet habits later reverts to bed wetting, it is 
probable that the enuresis followed some unhappy or disturbing experi- 
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ence. . . . When enuresis is regarded from the point of view of the child’s 
emotions, it appears that fear and resentment are important elements... . 
Many children who really want to stop fail to make the effort because they 
are convinced that the condition is due to weak kidneys or bladder or to 
some other organic cause. Any procedure, such as the use of medicine. re- 
striction of fluids, and the like, that is based on these assumptions is not 
good medical practice, because it not only fails to teach the child responsi- 
bility for his actions and to eliminate his personality difficulty but also 
confirms his belief that there is something wrong with him organically, 
when actually there is no evidence of disease. Such an attitude is a marked 
characteristic of the neurotic individual. Treatment should be directed 
to the whole child rather than to the symptom itself. Enuresis is analog- 
ous to a fever. The physician is no longer concerned with the fever as such 
but, recognizing that it is one important symptom, he looks for and en- 
deavors to eliminate the cause. The treatment of enuresis should include 
(1) making the child responsible for himself, (2) psychotherapy, and (3) 
adjustment of environmental difficulties.’’ This will sound too ideal and 
perhaps too simple to some readers but these ideas may be fundamentally 
true. 

Dr. Beverly disagrees with many laymen and lay organizations who ex- 
press great fear that comic books, fairy tales, gangster movies and radio 
stories are detrimental to the mental health of the school boy or girl. He 
believes that the heroes who combat the forces of evil offer a dramatic solu- 
tion to the problems in the minds of pre-adolescents since they dramatize 
personal battles and give the child an emotional outlet. He believes that 
the boy or girl who is disturbed by reading, hearing and seeing them is the 
insecure youngster who was already disturbed before he started; that the 
lessons taught by them are more acceptable than the nagging that adults 
inflict on most children. 

He holds that mental health is promoted by feelings of security, oppor- 
tunities for self-expression and for social integration ; that fears which par- 
ents have are easily communicable to the child; that misunderstanding and 
uncertainty cause unnecessary and unsettling fears and that most behavior 
problems arise from poor parent-child relationships. 

The style of this book is very good. At the beginning of each chapter 
there is a summation of the information contained therein and following 
each chapter are numerous references. The author has included at the end 
of the book reference material on motion picture films, relative to titles, 
length, silent or sound, and producer or distributor of such films as can be 
shown to demonstrate material contained in each chapter of the book. This 
latter information should be very helpful to those who will use this volume 
as a textbook. 
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Treatise on the Gods. Second Edition. By H. L. MENCKEN. 302 pages. 
Cloth. Alfred A. Knopf. New York. 1946. Price $3.50. 

This is a revised and rewritten edition of a book which has been in cir- 
culation since 1930, having-been reprinted no less than nine times. Its 
popularity seems to have been due to several factors. Its subject is one of 
perennial interest, its style is sprightly and agreeable and the author’s 
views are singularly frank and sincere in tone. 

Mencken writes coolly and logically upon religion in its broad aspects, 
including Christianity, weighing the historical origin and later devclop- 
ments without shrinking from a close scrutiny of available facts and con- 
tradictions. Of the latter he finds many; but, withal, his attitude is re- 
spectful and fair. He says in the preface: ‘‘They [the theologians] are the 
most adept logicians in the modern world and once their premises are 
granted the rest is easy sailing. All I venture to hint in the pages follow- 
ing is that their premises are probably unsound and this, I assume, will 
also be the position of nine-tenths of those who undertake to read me. There 
is no purpose here to shake the faithful, for 1 am completely free ot the 
Messianic itch, and do not like converts.’’ 

The author treats the religious books, including the Bible, and more an- 
cient religions as one would philosophical treatises, weighing the evidence 
pro and con but rejecting any claim to inspiration. He regards the Old 
Testament as a collection of folk tales derived from many lands and older 
myths some of which he traces to Egypt, Babylonia and India; the New 
Testament as having been written long after Christ died when the new re- 
ligion founded or at least developed and popularized by St. Paul needed a 
history of its foundation and a biography of its founder. This situation 
has a parallel in more modern times: When Shakespeare lived and died his 
plays were not highly regarded, nor was he esteemed as a writer or poet. 
When, long after his death, some of his plays were revived and received 
popular acclaim, interest in their author prompted pilgrimages to Strat- 
ford to learn of him, but almost nothing authentic could at first be found. 
Even the house in which he lived could not be identified with eertainty, 
nor any relics of the actor. Soon, however, relics began to appear—his 
gloves, his ring, and many other items. An old house was designated as 
his and a museum soon occupied it. Nowadays the tourist is regaled with 
many plausible tales and shown many antiques confidently stated to have 
been the property of William Shakespeare. Indeed, the tourist business 
is good and profitable when peace reigns in the land. The tendeney of 
marvelous events as time passes is constantly to grow more marvelous. 

In reference to the authenticity of the New Testament, Mencken pointed 
out, as erities before him have done for many years, the contradictions in 





































eS. 


ir- 
Its 


rs 


ts, 
op- 
on- 


the 
are 
W- 
vill 
ere 
the 


ted 
. in 








BOOK REVIEWS 319 


the four gospels, some of which if accepted as accurate completely disprove 
other accounts narrated in one or more of the other gospels. In the hotly 
disputed conception of the Trinity there is evidence that the idea has de- 
veloped in the sacred writings from the gospel first written, that of Mark 
who knew nothing about it, to the later gospel of Matthew where at the end 
Jesus commands the disciples to teach all nations and baptize them ‘‘in 
the name of the Father, Son and Holy Ghost.’’ The idea of the Trinity 
crept into Christian theology relatively late and was ‘‘a dogma of which 
Jesus was as completely unaware as he was of the nine symphonies of 
Beethoven.’’ As a matter of historical fact, the idea of the Trinity is 
vastly older than the Christian era, being traced to ancient India, Baby- 
lonia, Ethiopia and practically all primitive cultures where the three gods 
constituting the Trinity were in some languages named Asher, Anu and 
Hea. As these names were too reminiscent of their heathen origin, it 
would appear that the concept was at first rejected by the fathers of the 
Chureh. Later the Church became contaminated by Eastern ideologies as 
shown by the full acceptance of the sway of demons and belief in the exist- 
ence of a personal devil and the powers of darkness when the other heathen 
conception of the Trinity was also admitted. This reference to the Trinity 
occurs at the end of the book of Matthew in the two final verses; an addi- 
tion which could readily have been affixed by a zealous translator or copy- 
ist at a much later time. Indeed, St. Paul seems to have justified such 
tampering, provided it was intended to enhance the glory of God. 

The author accepts the authenticity of Jesus as an established fact ‘‘no 
longer questioned seriously by anyone, whether Christian or unbeliever,’’ 
that he was a pious Jew and a man of great personal dignity and virtue. 
‘‘The New Testament is thus an historical document of very considerable 
authority, needing only to be read with due circumspection.”’ 

The reviewer wonders why the author omitted to compare the figure of 
Christ with that of other crucified gods, as Wittoba, Buddha and Christna 
—all of whom also were reported to have been born of virgin mothers. The 
Hindu god, Christna, has a traditional history which closely parallels that 
of the Jewish Christ: Born in a dungeon, he lived among shepherds; one of 
his names was Good Shepherd. At his birth he was greeeted by a chorus 
of angels; soon afterward he was carried by his parents to a distant place 
to escape the tyrant Causa, whose executioner it had been predicted he 
would become, and who had commanded that all male infants be put to 
death—an episode said to be depicted in sculpture at Elephanta. Over the 
head of this slaughtering figure can be seen a mitre, a crosier and a cross. 
Christna cured a leper; a woman poured a box of ointment on his head; he 
washed the feet of Brahmins. He was crucified between two thieves, de- 
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scended into Hades and returned to Viacontha. His worship was prac- 
tised at the time of Alexander the Great—330 years before the Christian 
era. A passage in Adrian refers to the worship of Christna at the cele- 
brated Indian temple of Mathura on Jemma. It has been surmised that 
Paul, who was a learned man, one who did not seruple ‘‘to lie for the glory 
of God (Rom. III,7) and who probably was familiar with the traditions of 
Christna, was the zealot who transformed the humble Jesus of Nazareth 
into the mighty Son of God.”’ 


A Psychiatric Primer for the Veteran’s Family and Friends. 
By ALEXANDER G. Dumas, M. D., and Grace KEEN. 210 pages. Cloth. 
University of Minnesota Press. Minneapolis. 1945. Price $2.00. 

A concise handbook for the family of the returned veteran as well as for 
the man himself. It discusses, in plain language, the handicaps most com- 
monly found which render his return to civilian life and adaptation to his 
family and job difficult. Emotional conflicts are predominant but physical 
handicaps, as loss of hand or foot, are also discussed. 


Child Psychology and Development. By Louis P. THorps, Ph.D. 
781 pages. Cloth. The Ronald Press Company. New York. 1946. 
Price $4.50. 


Dr. Thorpe, professor of education and psychology of the University of 
Southern California, offers in this book history, present status and outlook 
for the future of child psychology and development. The volume includes 
author index, subject index, summaries of chapters, questions for discus- 
sion, illustrations and tables. It is apparently a textbook for a college 
course in child psychology and child guidance. 

Its 15 chapters present the genetic and scientific approach to the subject 
matter, evaluate nature and nurture, physical, mental and social growth, 
personality genesis and mental hygiene of the child. The influence of tam- 
ily life, the fundamental needs of the child, the dynamisms motivating be- 
havior are given consideration, as well as the various ‘‘ Psychologies. ”’ 

The lay person may shy away from the technicalities of the presentation, 
but there are several chapters which may be read with benefit by all those 
dealing with the growing child. As a textbook in child psychology, this 
volume can be well recommended. 

(Note: Attention is called to leaf 315-316 which found its way there by 
mistake and apparently belongs elsewhere. ) 
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Banting’s Miracle. The Story of the Discoverer of Insulin. By SEALE 
Harris, M. D. 233 pages. Cloth. J. B. Lippincott Company. Phila- 
delphia. 1946. Price $3.00. 


This story of the life of Dr. Frederick Banting is written by a friend 
and colleague who not only knew Banting intimately but who, before writ- 
ing this book, made contact with everyone who knew the threads which, 
when woven together, made up the ingenious but restless character and 
life of one of the world’s most appreciated discoverers in the field of medi- 
eal research. It is the story of a man who, while in the ‘‘wondering why’”’ 
stage of early life, vowed to find the eure for diabetes mellitus which sapped 
away the lives of so many of his friends and playmates. 

This vow created such a driving force that Banting could not rest until 
suecess was assured. The story of the events leading to that success is a 
thrilling one. It causes us to wonder why the egotism and prejudice of 
others so often make success difficult. It also causes us to wonder what 
happened psychologically to Banting after his vow had been satisfied. He 
seems to have lost himself and never more was he able to apply himself to 
any one thing for long. 

Why was success so unsatisfactory to Banting; why, after reaching the 
goal designated in his vow, did he seek solitude; why did life seem so un- 
important to him that he always wanted to be the human guinea pig in 
all of his future experiments and why was all of the potential energy of 
such a sincere scientist lost in his effort to find happiness? What happened, 
whether it was the annoyance of fame and publicity, whether it was disap- 
pointment in fellow-men, whether it was an unhappy marriage or whether 
it was mainly the inner man will never be known. Banting was never one 
to seek out a spotlight and was always more than willing to share honors 
with Dr. Best, Dr. Collip and others, but Banting probably was justified in 
feeling that Dr. Macleod’s direct contributions in the discovery and per- 
fection of insulin therapy were questionable. 

At any rate, Dr. Harris’ biography of the discoverer of insulin is ex- 
tremely well written; it reads like a novel. It is hard to lay the book aside 
until the story is finished. 


Dark Dominion. By MariANNE Hauser. 316 pages. Cloth. Random 
House. New York. 1946. Price $2.50. 


The question of what kind of husband a psychoanalyst would make seems 
to intrigue the minds of novelists. The family situation offers excellent 
opportunities to expose the weakness of the demi-god. Dr. Spine’s only at- 
traction is his mind. He does not ooze sex appeal, he is bony and weak, he 
has a delicate digestion, a disposition toward tuberculosis, and he behaves 
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like any of his patients when he chases a moth like a maniac and is petri- 
fied by contact with his wife’s small lap dog. But Marianne Hauser’s fan- 
tasy sweeps beyond the puny objective of exposing the secret foibles of a 
psychoanalyst. She presents a greater problem right at the start: What 
will happen to a woman who marries her psychoanalyst in the transference 
stage of their relationship? This, indeed, is a worthy objective. 

We see Beatrice, the wife, imprisoned in a dream castle, continuing to be 
analyzed, diligently remembering her dreams and serving them up with 
the breakfast bacon for a trenchant discussion. She lives in a house where 
‘‘indiseretion is the ultimate form of discretion,’ where there is no sharp 
dividing line between dream life and reality, where ‘‘one walked about in 
the nude, so to speak, as there was nothing worth hiding.’’ At least this 
is so until her brother, Maurice, arrives and introduces her to his friend 
Stanley. Maurice, of course, is deeply in love with his sister and, through 
Stanley, enjoys a vicarious incestuous relationship. Stanley has an orig- 
inal, delightfully warped, mind. He engages Maurice to paint his sister’s 
portrait for him at his house five times a week at strictly kept hours, and 
while thus the coast at Dr. Spine’s is clear he presents himself, under an 
assumed name, as a patient for analysis. His avowed purpose is to learn 
something of the mind of his sweetheart’s husband, but he only traps him- 
self, finding it impossible, after a while, to carry on a clandestine relation- 
ship with a woman who, presumably, has become his mother through his 
analytic tie to Dr. Spine. The outcome of all this is stark tragedy, but Dr. 
Spine emerges from the ruins of his married life with credit to himself 
and to his profession. The author, on the other hand, one may suppose, 
is left with the problem of her own male disguise and exchange of brother 
and sister réles—which would deserve an autobiographic volume in itself. 
It ean be safely hoped that it would be equally delightful, entertaining and 
deserving of success as her present undertaking is. 


Sex Education—A Guide for Parents, Teachers and Youth Leaders. 
By Cyri. Bissy, M. A., M. Se., F. L. S. 311 pages. Cloth. Emerson 
Books, Inc. New York. 1946. Price $2.50. 


In this country as well as in England the need for proper sex education 
is becoming more evident and the problem facing not only parents, but 
educators, youth leaders, social workers and others, is how best to present 
the essential information to our youth. 

Cyril Bibby, the English author of the book ‘‘Sex Education’’ is well 
qualified to guide others as he is an education officer to the Central Council 
for Health Education, is a parent, teacher and youth leader. In his book 
he deals with the social, educational, physiological and psychological aspects 
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of the problem of sex education. The material as presented is very readable 
and understandable to laymen as well as to professional people. Typical 
questions asked of parents, teachers and other adults by children are cited 
by the author and examples given of simple straight-forward answers em- 
ploying the proper terms and expressions. The need for the proper quali- 
fications of the individuals who would instruct others in sex education is 
stressed ; whether they are parents, teachers, doctors, nurses, social workers 
or youth leaders they require not only academic achievement, but personal 
sex adjustment and the ability to discuss sex naturally and easily minus any 
restraint held over from days not too long past. 

_ The book can be readily used for reference. Although there is no index, 
the author has listed the contents providing an outline of material in- 
eluded in each chapter. The American edition changes only those phrases 
and expressions which would be confusing to the American reader because 
of different meaning; in other instances footnotes have been used to explain 
British terms. An outline of sex education and specimen lectures included 
in the book are of considerable value as a guide to those whose problem 
is sex education. 


Old Quilts. By Wi..1aAm Rusu Dunton, Jr., M. D. 278 pages with 125 
illustrations and colored frontispiece. Cloth. Published by the author. 
33 North Symington Avenue, Catonsville 28, Md. 1946. Price $4.50 
postpaid. 


Dr. Dunton is regarded with respect and affection by occupational ther- 
apists in this and other countries. Through his persisting efforts the 
American Occupational Therapy Association was organized 30 years ago. 
His interest has been devoted to promoting the progress of therapeutic oc- 
cupational treatment. In 1928 he wrote the very useful book called, Pre- 
scribing Occupational Therapy. During the past 25 years he faithfully 
edited the magazine, Occupational Therapy and Rehabilitation, which was 
the official organ of the association. 

His personal interests in old quilts was aroused by the need for creative 
needlework in occupational treatment for mental patients. This book 
about a truly American craft contains many excellent photographs which 
will furnish inspiration for those seeking design. The motifs are large 
enough to distinguish clearly and of surprising variety. The descriptions 
are in such detail that it is easy to visualize the color and material. 

This reviewer thinks the book of exceptional value to the hobbyist. The 
stories of the album quilts are charmingly told; some are related for the 
historical associations with them, others because they seem to point to fash- 
ions and social customs of the times. In addition to the history of quilt 
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making in Maryland and nearby, Dr. Dunton gives the reader a splendid 
bibliography. 


Dear Fatherland, Rest Quietly. Written and photographed by Mar. 
GARET BouRKE-WuHiTE. 175 pages. Cloth. Simon and Schuster. New 
York. 1946. Price $3.00. 

This is the report of what Margaret Bourke-White, woman photographer 
and war correspondent, found in following the American army into Ger- 
many. It is very fine photography of the horrors the Germans wrought 
and the terrible retribution exacted from them. 

There is nothing new in this horror story. There could be nothing new 
in it, but the pictorial presentation and the well-told running story recom, 
mend this book as one of the most readable of the numerous volumes writ- 
ten on ‘‘Germany after the whirlwind had been reaped.’’ 

Miss Bourke-White recognizes and emphasizes the job of re-educating 
Germany. She thinks we are doing it very badly. She says: ‘‘We had no 
plan, no desire, no willingness, it seemed, to teach a democratic way of life. 
We poured out lives and boundless treasure to win a mechanical victory 
and now we had no patience for the things of the spirit which alone can 
save us from another far greater catastrophe.’’ 


Stone Walls and Men. By Rosert M. LinpNer. 487 pages. Cloth. 
Odyssey Press. New York. Price $4.00. 

Mr. Lindner was, for years, a psychologist and psychotherapist at the 
Federal Penitentiary in Lewisburg, Pa., and he should know about what he 
is writing. He surely does not mince words in giving his views of criminol- 
ogy, its causes, the present methods of handling crime and the results. He 
is also the author of Rebel Without Cause and many magazine articles. 
His latest book, Stone Walls and Men, challenges our society to look be- 
yond the simple catching and inearcerating of the criminal. He holds that 
crime is a psycho-social phenomenon, behind which usually lies an unknown 
emotional problem ; that crime is only the result and that crime is a form of 
maladjustment where the criminal acts out his difficulties and differs from 
the neurotic who suffers out his problems. Mr. Lindner feels that it is a 
wonder that more of us have not become criminals. He does not hesitate to 
criticize legal aspects in the treatment of crime. He thinks that law has be- 
come a ritualistic mumbo jumbo, almost a game: ‘‘The individuality of the 
people who come before it, their problems, their needs, are lost, sacrificed 
to a devious and punctilious routine.”’ 

Such conclusions may be true, for your reviewer recently heard a lawyer 
state that the law was not interested in all of the theories presented by the 
psychologist, the psychiatrist, the sociologist and others but was interested 
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in whether or not the crime committed was against our present way of 
thinking; that the common law was older than any of the specialties and 
must be adhered to ‘‘hell or high water.’’ Mr. Lindner says that ‘‘there 
is no honest criminologist who can state that our primitive apparatus does 
anything but brutalize stigmatize, and discourage reformation in the vast 
majority of persons entrusted to it . . . to set limits to the period of guid- 
ance and supervision which is parole and probation is like declaring to an 
ill patient that he will be healthy again on two weeks from Wednesday at 
high noon. . . . Prisons have failed. They have been distracted by a delu- 
sion that they can cure criminosis and reduce crime by keeping people in 
air-conditioned zoos furnished with distracting toys.’’ 

From this it is not difficult to catalogue the author’s train of thought 
which he adequately reinforced by numerous ease illustrations. All these 
things make the book well worth reading. Unfortunately, however, the 
solution to these criminological problems is not easily made, and Mr. Lind- 
ner has mainly this to say: ‘‘The answer to the crime problem is similar 
to the answer to every other social problem. It calls for an attack in con- 
cert on the predisposants and precipitants of the illness. The assault on 
both requires the devoted efforts of the community as a whole and must 
proceed from the same philosophy and with the same enthusiasm that urges 
toward a better world. . . . Not education of parents alone, not the psycho- 
eugenics of mating alone, not slum clearance alone, not the psychotherapy 
of the individual criminal alone, not the reorganization of social institutions 
from courts to prison alone, not any separate phase or aspect or portion or 
part of our total social configuration by itself will prevent crime, but all of 
these together and at once.’’ 


The Journey. By Rosert Pau Smitu. 157 pages. Cloth. Henry Holt 
and Company. New York. 1943. Price $2.00. 

This is an earlier novel by the author of ‘‘Because of My Love,’’ a dis- 
tinguished piece of psychoanalytic fiction which was reviewed in Part I, 
1946, of this publication. We are reviewing it at this late date beeause this 
is also a story of distinction which is worth calling to the attention of peo- 
ple in our field. 

The tale is that of a journey in search of happiness which is also a jour- 
ney in fact. It might be, as well, a journey in the sense of Nandor Fodor’s 
‘“‘Search for the Beloved.’’ It is a moving story. 

The writing, as in the author’s later work, is an achievement and the 
psychology is excellent. In ‘‘Because of My Love’’ there was a sense of 
inevitability, a certainty that disaster was impending and plain indication 
of what that disaster would be. This book also moves to an inevitable celi- 
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max, yet one wonders if the resolution was also inevitable, as in the later 
novel. The reviewer has, in fact, seen journeys which ended in Mr. Smith’s 
fashion, which perhaps is a tribute to his realism. The reviewer feels, how- 
ever, that the psychological odds are against Bess’ final reaction. 

One may perhaps consider that the greater surety of the later book is 
evidence of writing genius in development. For beauty and interest, the 
earlier novel is as well worth reading as its successor. 


Marriage: This Business of Living Together. By NATHANIEL Fisn- 
MAN. Cloth. 352 pages. Liveright Publishing Company. New York. 
1947. Price $3.00. 


This book might be called a law-book on marriage for the layman. It is 
written by a member of the New York bar, the author of Heirs to Your 
Money and How to Protect Them, and Married Woman’s Bill of 
Rights. The author says he wrote the book because he was astonished to 
find such profound ignorance of rudimentary rules and responsibilities 
concerning the legal aspects of marriage. Whatever may have been his 
reason, he has presented the anomalies, curiosities and facts about mar- 
riage, divorce and separation in our 48 states in plain and simple language 
which not only makes the book easy reading but amusing also. 

Marriage tells us about love letters, to whom they belong and how they 
can be used; tabulates the rules of marriage in each state; tells the story 
of ownership and possession of engagement rings; describes the technicali- 
ties of common-law marriages, fraud and promises; describes the many 
legal situations involving inheritance, as well as the question of who owns 
the husband’s pay check. Laws relative to annulment, divorce and separa- 
tion are described at length and in detail. Finally the book contains ‘‘The 
Marriage Question Box’’ of 20 pages giving questions and answers to many 
perplexing problems. In addition, the book has a large and detailed index. 


The Wayward Bus. By JoHN STEINBECK. 312 pages. Cloth. The Vi- 
king Press. New York. 1947. Price $2.75. 

Like all of John Steinbeck’s novels, this one poses social and psychologi- 
cal problems. 

The Wayward Bus is primarily a study of human reactions to such haz- 
ards of everyday life as accident, discomfort and the gratifying of the ap- 
petites for food, liquor and sex. 

This is a Book-of-the-Month Club selection and, the reviewer believes, a 
worthy one. It will be worth the reading of all who take an interest in the 


psychology and the resulting actions of a group whose members are largely 
uninhibited. 
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NEWS AND COMMENT 


DRS. MERRIMAN AND ROSS RETIRE 


Dr. Willis E. Merriman and Dr. John R. Ross retired during 1946 after 
long careers in the state hospital service. 

Dr. Merriman had been in state service for 42 years and had served with 
the state hospital system for nearly 40 when he retired on May 1 as senior 
director of Utica State Hospital. 

Dr. Ross had entered the state hospital service in 1908 and had remained 
there ever since until his retirement on November 30, with the exception of 
a period of about a year during which he was superintendent of Rhode 
Island State Hospital. In this connection Dr. Harry A. LaBurt remarked 
in delivering ‘‘an appreciation’’ of Dr. Ross at a departmental bi-monthly 
conference that ‘‘It is a rare privilege indeed to be requested to present an 
appreciation of service on the retirement of an individual from the same 
office twice.’’ Dr. Ross had retired as senior director of Hudson River 
State Hospital on July 31, 1943 and had been re-instated on April 1, 1944. 

Dr. Merriman was born in Albany, October 25, 1875. He was graduated 
from Albany Medical College in 1902. He served for a year as interne in 
Albany City Hospital and then became assistant physician for the New 
York State Hospital for Incipient Pulmonary Tuberculosis, an institution 
which he assisted in opening and developing. Later he was resident physi- 
cian for tuberculosis in Seton Hospital in New York City. He entered the 
state hospital system in 1906 as junior physician at Hudson River State 
Hospital. He was first assistant physician there when he was appointed 
superintendent of Manhattan State Hospital in 1933. He was transferred 
to Utica in 1939. Dr. Merriman was married to Mrs. Lena Saunders of 
Troy in 1943. Staff members and employees gave a farewell party for Dr. 
Merriman on May 20, at which a gift of silver was presented to Dr. Merri- 
man and Mrs. Merriman. They are now living in Taleott Road, Utica. 
When Dr. Merriman’s retirement was announced, the Utica Daily Press 
paid an unusual tribute to him in a farewell editorial, commending him 
highly for his administration of the hospital during the extremely difficult 
war years. 

Dr. Ross was born in Nova Scotia in 1878. He was graduated from Tufts 
Medical College in 1907. He entered the New York state service at Kings 
Park State Hospital the following year, serving at St. Lawrence later and 
then at Dannemora where he was appointed superintendent in 1918. He 
was appointed as the first superintendent of Harlem Valley State Hospital 
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in 1924 and transferred to Hudson River State Hospital in 1941. Dr. Ross 
was married to Martha MacConnell in 1912. There are two sons, Dr. John 
R. Ross, Jr, who served in World War II as a captain in the army medical 
corps, and Dr. Donald M. Ross who was a lieutenant commander in the navy 
medical reserve. 
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DR. EARLE V. GRAY DIES; WAS 35 YEARS IN STATE SERVICE 


Dr. Earle V. Gray, director of Gowanda State Homeopathic Hospital, 
died after a long illness on Easter Sunday, April 21, 1946, ending a career 
of 35 years in state hospital service, which he entered at Gowanda in 1909. 
He was 64 years old and had been superintendent, later senior director, of 
Gowanda for 22 years. Seriously ill, Dr. Gray had planned to retire but 
had kept at his post because of the stress of war work and the wartime de- 
pletion of the Gowanda medical staff. 

Dr. Gray was graduated from Cleveland Homeopathic Medical College 
in 1905. He practised general medicine and was a lecturer on pathology 
and histology at his medical school for several years before coming to 
towanda. 

The hospital underwent a great expansion during his administration, cul- 
minating in the construction in 1935 of a reception unit, two infirmary 
buildings and three for continued treatment, enabling the hospital to care 
for more than 3,000 patients. Dr. Gray was active in local mental hygiene 
work and in local philanthropy despite the demands of his hospital position. 
He was a student of ornithology and a lover of the out-of-doors, both of 
which interests he pursued, not only for his own benefit, but for that of his 
patients. 





RORSCHACH INSTITUTE ANNUAL MEETING MAY 17 
The Rorschach Institute will hold its annual meeting for 1947 at the New 
York State Psychiatric Institute, New York City, on May 17. Its annual 


dinner meeting will be held the same day at 6:30 p. m. in Bard Hall, Colum- 
bia University. 





RORSCHACH SEMINAR ANNOUNCED FOR JUNE 


The Michael Reese Hospital Rorschach test seminar for 1947 will be con- 
ducted at the hospital in Chicago, June 2 through June 6, the hospital has 
announced. Dr. 8S. J. Beck will demonstrate the test records which will 
cover the study of two groups: children with personality problems; and 
adults with severe disturbances, including schizoid reactions. 
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PSYCHOSOMATIC GROUP MEETS MAY 3-4 


The fourth annual meeting of the American Society for Research in Psy- 
chosomatie Problems will be conducted at Haddon Hall, Atlantie City, on 
May 3 and 4. On Saturday, May 3, morning and afternoon sessions will 
take place, with the annual dinner that evening. A panel discussion is 
scheduled for Sunday morning. 

Dr. James L. Halliday of Scotland is to be one of the guest speakers. 
He is well known for research in psychosomatic medicine and has had many 
articles published in medical journals in this country, as well as abroad. 
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600 U. S. P. H. 8. STIPENDS ARE ANNOUNCED 


The U. S. Public Health Service has been authorized by the National 
Advisory Mental Health Council to grant a total of not more than 600 sti- 
pends to graduate students of psychiatry, psychiatric social work, clinical 
psychology and psychiatric nursing this year. The Council suggests the 
allowances be divided equally among these four fields. The allowances for 
clinical psychologists, psychiatric social workers and psychiatric nurses 
range from $1,000 through $2,400, and up to $3,600 for psychiatrists. 
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LASKER AWARD TO BE IN ADULT-EDUCATION FIELD 


The Lasker Award for 1947 for outstanding service in the field of mental 
hygiene will be granted for achievement in popular adult education, par- 
ticularly in regard to parent-child relationships, it has been announced by 
the National Committee for Mental Hygiene. The work of candidates must 
have been completed or generally accepted within the last year or two, the 
committee announces. The award is an annual one of $1,000. 
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NEW PUBLICATION, ‘‘HUMAN RELATIONS,’’ IS ANNOUNCED 


A new publication in the field of social science, Human Relations, to be 
published jointly by the Tavistock Institute of Human Relations, London, 
and the Research Center for Group Dynamics, Massachusetts Institute of 
Technology, has been announced to start publication with the issue of 
April 1947. The new international quarterly is to be edited by committees 
from both British and American organizations and is intended, according 
to the announcement, ‘‘to supplement more specialized journals by pro- 
viding side by side cdmparison of related work in sociology, psychology, 
economics, anthropology, psychiatry and other disciplines. Need for this 
journal arises from a growing necessity to integrate the social sciences.’’ 
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MARY BEARD, LEADING FIGURE IN NURSING FIELD, DIES AT 70 


Miss Mary Beard, former director of the American Red Cross Nursing 
Service and an internationally known leader in the nursing field, died on 
December 4, 1946 in New York City at the age of 70. Except for two 
years in the pathology laboratory of the College of Physicians and Sur- 
geons and for journeys to study nursing in Europe and the Orient, Miss 
Beard had been in the public health nursing field since her graduation 
from the New York Hospital school of nursing in 1903. She was the au- 
thor of a book and of numerous articles on public health nursing. Miss 
Beard became director of the Red Cross nursing service in 1938 and re- 
mained with it during the difficult early war years, resigning in 1944. 
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ARMY MICROFILMS MADE GENERALLY AVAILABLE 


The Army Medical Library in Washington has announced that its micro- 
filmed medical articles, widely distributed to the services and research 
agencies during the war, are now available for civilian physicians, institu- 
tions and research workers on a cost basis. Fees are 50 cents for any pe- 
riodical article from a single volume, 50 cents for 50 pages or a fraction of 
50 for monographs. Photostats are also available at 50 cents for 10 pages or 
a fraction of 10. 
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